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In  pharyngitis  and  tonsillitis 

...prompt  temporary  relief 
of  pain  even  before* 
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throat  lozenges 


Proven  Anesthetic 
Effectiveness 

Spraying  the  throat  with  CEPASTAT 
brings  soothing  relief  within  minutes. 
Your  patients  will  appreciate  this  relief 
while  waiting  for  therapeutic  measures 
to  take  hold.  The  well-established 
anesthetic  effects  of  CEPASTAT  pro- 
vide soothing  temporary  anesthesia  to 
the  irritated  or  inflamed  oropharyngeal 
mucosa. 

CEPASTAT  in  your 
treatment  room  . . . 

Used  as  a spray,  CEPASTAT  is  more 
likely  to  deliver  the  most  relief  to  the 
painful  area  of  the  throat. 


Suit  the  product 
to  the  patient . . . 

The  liquid  is  best  for  use  at 
home  as  a spray  or  gargle.  Lozenges 
are  ideal  for  patients  on  the  go. 

A recommendation  is 
best . . . 

It  costs  less.  Keeps  the  emphasis 
where  you  want  it ...  on  more 
important  counter-measures  — your 
prescription  for  anti-infectives,  for 
example. 
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Important  data  on  the  pain  of  acute  cystitis: 

In  87%  of  patients 
studied  [303  of  349], 

Hzo  Gantanol  reduced 
pain  anclar  burning 
within  24  hours 


A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually E.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  “moderate  to 
severe,"  Azo  Gantanol  therapy  re- 
sulted in  improvement  within, 
hours. 
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Fast  pain  relief  plus  effective  antibacterial  action 

Hzo  Gantanol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

for  for 

the  pain  the  pathogens 


Before  prescribing,  please  consult  complete  proc 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organism 
(usually  £.  coli.  Klebsiella- Aerobacte’  Staphylo- 
coccus aureus.  Proteus  mirabilis.  and.  ess  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Car 
fully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response:  ad 
aminobenzoic  acid  to  follow-up  culture  media.  T 
increasing  frequency  of  resistant  organisms  limit 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg  100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  ar, 
during  nursing  period;  because  Azo  Gantanol  coi 
tains  phenazopyridine  hydrochloride  it  is  contra 
dicated  in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  G 
disturbances. 

Warnings:  Safety  during  pregnancy  not  establish 
Deaths  from  hypersensitivity  reactions,  agranulo 
tosis,  aplastic  anemia  and  other  blood  dyscrasia; 
have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in 
dicate  serious  blood  disorders.  Frequent  CBC  an 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crysta lluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia 
leukopenia,  hemolytic  anemia,  purpura,  hypopri 
thrombinemia  and  methemoglobinemia);  allergy 
reactions  (erythema  multiforme,  skin  eruptions.! 
Stevens-Johnson  syndrome,  epidermal  necrolysi 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital  I 
edema,  conjunctival  and  scleral  injection,  photd 
sensitization,  arthralgia  and  allergic  myocarditis 
G.l.  reactions  (nausea,  emesis,  abdominal  pams 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CWS  reactions  (headache,  periphery 
neuritis,  mental  depression,  convulsions,  ataxia 
hallucinations,  tinnitus,  vertigo  and  insomnia): 
miscellaneous  reactions  (drug  fever,  chills,  toxiq 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain  I 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide.  thiazides)  and  oral  hyf>c 
glycemic  agents,  sulfonamides  have  caused  ran 
instances  of  goiter  production,  diuresis  and  hypj 
glycemia.  Cross-sensitivity  with  these  agents  m? 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute  I 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Grrj 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists] 
causes  other  than  infection  should  be  sought. 
After  relief  of  pain  has  been  obtained,  continue* 
treatment  with  Gantanol  (sulfamethoxazole)  me 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-» 
dye  (phenazopyridine  HCI)  will  color  the  urine 
Supplied:  Tablets,  red,  film-coated,  each  contai 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI — bottles  of  100  and  500. 
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negative  biopsy,  are  presented.  The  ratio  of  males  to  females  was  one.  Associated  ano- 
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ANOMALOUS  ORIGIN  OF  THE  RIGHT  PULMONARY 
ARTERY  FROM  THE  ASCENDING  AORTA 

Enrique  Marquez,  MD  and  Victor  in.  Urtiz,  MD 


Abstract:  A case  report  of  anomalous  aortic 
origin  of  the  right  pulmonary  artery  is  pre- 
sented. Diagnosis  of  this  condition  is  by  left 
and  right  cardiac  catheterization;  and  is  followed 
by  early  surgical  intervention.  Clinical  evalua- 
tion, diagnostic  studies,  and  surgical  techniques 
are  discussed,  with  special  emphasis  on  the 
value  of  early  surgical  correction. 

Abstracto:  Se  presenta  el  caso  de  un  infante 
con  anomalía  congénita,  consistiendo  en  el 
origen  de  la  arteria  pulmonar  derecha  de  la 
aorta  ascendente.  El  diagnóstico  de  esta  con- 
dición se  establece  por  cateterismo  izquierdo 
y derecho.  El  tratamiento  debe  llevarse  a cabo 
tan  pronto  el  diagnóstico  quede  establecido. 

El  cuadro  clínico,  los  estudios  diagnós- 
ticos y las  técnicas  quirúrgicas  de  tratamiento 
se  discuten.  Se  hace  hincapié  en  la  importan- 
cia de  un  tratamiento  quirúrgico  adecuado 
a más  joven  sea  el  paciente,  debido  a su  posi- 
ble relación  con  el  resultado  a largo  plazo; 
que  a su  vez  está  relacionado  con  el  estado 
de  la  rama  pulmonar. 


From  the  Department  of  Surgery,  University  of  Puerto 
Rico  School  of  Medicine,  San  Juan,  Puerto  Rico  00936. 

Reprints  can  be  obtained  from  E.  Márquez,  MD,  Chief 
Division  of  Pediatric  Surgery,  Department  of  Surgery,  University 
of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico 
00936. 


A recent  case  of  successful  surgical 
rection  of  this  rare  congenital  anomaly  is  re- 
ported. Fifty  of  these  malformation  have 
been  reported  in  the  literature,  of  which  less 
than  half  have  had  surgical  correction.  The 
majority  of  these  patients  die  of  congestive 
heart  failure  early  in  infancy.  Recently  there 
has  been  improved  survival  following  early 
recognition  and  surgical  correction  (2). 

The  malformation  presents  a character- 
istic hemodynamic  situation  in  which  one 
lung  is  perfused  by  the  systemic  circulation, 
while  the  other  is  perfused  by  the  right  ven- 
tricular outflow. 


Case  Report 

A 45-day  old  male,  born  at  term  was  referred 
from  an  outlying  hospital  with  a history  of  intoler- 
ance to  milk  formulas,  vomiting  and  diarrhea,  since 
seven  days  of  age.  Also  noted  were  occasional  epi- 
sodes of  cyanosis  and  tachypnea  especially  with  feed- 
ings. On  admission,  the  infant  weighed  2.5  kg.,  ap- 
peared malnourished,  had  mild  peripheral  cyanosis, 
and  tachypnea.  On  auscultation  there  were  fine  rales 
present  bilaterally,  a holocystolic  murmur  gr.  III/VI 
at  the  left  4th.  intercostal  space,  and  an  apical  gr. 
I-II  diastolic  murmur.  The  liver  was  felt  four  cm. 
below  the  right  costal  margin. 

The  EKG  showed  bi-ventricular  hypertrophy 
and  chest  X-ray  confirmed  bi-ventricular  enlargement, 
and  increased  pulmonary  vascularity,  especially  on 
the  right  side. 

The  congestive  heart  failure  was  corrected  with 
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Figure  1:  Early  phase  of  pulmonary  angiogram 
demonstrating  filling  of  the  left  pulmonary  artery  with 
opacification  of  the  aorta  via  a patent  ductus  arterio- 


Figure  2:  Late  phase  of  pulmonary  angiogram  de- 
monstrating minimal  blood  flow  to  the  right  pulmonary 
field. 


digitalis  and  diuretics  and  an  attempt  was  made  to 
improve  the  poor  nutritional  status.  However,  before 
catheterization  could  be  performed  the  infant  aspi- 
rated massively  during  feeding,  requiring  resuscitative 
measures  and  prolonged  antibiotic  therapy. 

Cardiac  catheterization  was  done  at  two  months. 
The  right  sided  angiography  demonstrated  filling  of  the 
left  pulmonary  artery  which  gave  rise  to  a patent  ductus 
arteriosus  through  which  the  aorta  was  opacified.  (Fi- 
gures 1 and  2).  The  right  to  left  shunt  through  the 
PDA  was  confirmed  by  0r>  saturation  and  pressure 

studies.  The  pulmonary  artery  had  a 42  percent  O9 
saturation,  the  descending  aorta  87  percent,  and  the 
left  atrium  96.5  percent  mid  right  ventricular  pressures 
was  90/10  mm.  Hg.  MPA  90/30  mm.  Hg.,  and  the  des- 
cending aorta  85/30  mm.  Hg.  The  aortogram  (Figures 
3 and  4)  demonstrated  the  origin  of  the  right  pulmona- 
ry artery  from  the  posterior  ascending  aorta  and  no  ap- 
parent communication  with  the  main,  or  left  pulmonary 
artery. 

At  3 months  of  age  surgical  correction  of  the 
anomalous  pulmonary  artery,  and  ligation  of  the  patent 


ductus  were  performed.  The  right  pulmonary  artery  was 
removed  from  its  aortic  position  and  directly  re-anasto- 
mosed to  the  main  pulmonary  artery.  An  intra-operative 
pulmonary  angiogram  (Figure  5)  demonstrated  pa- 
tency of  the  right  pulmonary  artery.  Pulmonary  ar- 
tery pressure  dropped  to  40  systolic,  while  aortic  pres- 
sure remained  at  90  mm.  Hg.  The  postoperative  course 
was  excellent,  with  rapid  resolution  of  the  previous 
congestive  heart  failure.  Digitalis  was  discontinued 
and  the  patient  discharged  two  weeks  after  surgery. 

Follow  up  at  7 mo.  included  arterial  blood  ga- 
ses and  lung  scan.  There  was  no  evidence  of  systemic 
desaturation.  The  lung  scan  demonstrated  somewhat 
lessened  activity  in  the  (R)  lung;  but  outlined  well 
the  (R)  pulmonary  artery.  At  that  time  the  patient 
weighed  6.5  Kg.,  and  was  asymptomatic.  Cardiac  ca- 
theterization at  1 year  showed  normal  looking  main 
pulmonary  artery  and  branches.  There  was  no  evi- 
dence of  stricture  at  the  site  of  anastomosis.  A systo- 
lic pressure  of  40  mm  Hg.  was  recorded  in  the  main 
pulmonary  artery  with  no  difference  between  main, 
right  and  left  pulmonary  arteries.  There  was  indirect, 


Bol  Asoc.  Méd.  P.  R. 

Enero  1979 


Right  Pulmonary  Artery  from  Ascending  Aorta 
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Figure  3:  Antero-posterior  view,  demonstrating 
right  pulmonary  artery  arising  from  the  ascending  aorta. 


Figure  4:  Lateral  view,  demonstrating  right  pulmo- 
nary artery  arising  from  the  posterior  aspect  of  the 
ascending  aorta. 


probably  subjective  evidence,  of  increased  pulmonary 
resistance  as  noted  by  the  type  of  pulmonary  vascula- 
rity observed,  as  well  as  for  the  time  taken  for  the 
dye  to  reach  the  left  atrium. 

Growth  and  development  was  normal  at  1 year. 

Discussion 

Fraentzed  in  1868,  was  the  first  to  des- 
cribe the  anomalous  origin  of  a pulmonary 
artery  from  the  aorta  (1).  He  reported  a twenty- 
five  year  old  female  who  died  of  congestive 
heart  failure.  At  autopsy,  he  also  found  an  as- 
sociated aorto-pulmonary  window. 

A recent  review  by  Nadas  reported  50 


cases  of  anomalous  pulmonary  artery  origina- 
ting from  the  aorta.  Of  these,  the  right  pulmo- 
nary artery  was  involved  in  46  patients.  The 
most  common  associated  defect  was  PDA, 
being  present  in  38  cases.  Six  patients  had  te- 
tralogy of  Fallot,  and  of  these  four  had  ano- 
malous origin  of  the  left  pulmonary  artery  (11, 
3,  7,  2,  7). 

In  the  case  reported  here,  severe  congestive 
heart  failure  and  cyanosis  were  present.  Conges- 
tive heart  failure  in  early  infancy  is  the  usual 
manifestation  of  the  anomaly,  since  systemic 
flow  to  the  right  lung  through  its  direct  connec- 
tion, and  increased  flow  to  the  left  lung  through 
an  associated  PDA  are  common.Usually  right  to 
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Figure  5:  Intra-operative  dye  injection  into  main 
pulmonary  artery  demonstrating  patency  of  the  trans- 
ferred right  pulmonary  artery. 


left  shunting  is  seen  in  the  older  age  group.  Car- 
diac catheterization  is  necessary  to  establish 
the  diagnosis.  The  right  sided  injection  will  es- 
tablish the  absence  of  the  (R)  pulmonary  artery 
at  its  usual  site  but  only  the  aortogram  will 
give  the  diagnosis  of  its  anomalous  aortic  origin 
(4). 

In  early  infancy  the  shunt  is  usually  left 
to  right,  and  the  aortogram  may  show  opa- 
cification of  the  left  pulmonary  artery  through 
a patent  ductus.  In  older  children  and  adults 
the  shunt  may  be  right  to  left  or  bi-directio- 
nal as  in  the  case  reported  (2).  This  is  brought 
about  by  pulmonary  vascular  changes  and 
hypertension. 


Numerous  investigators  have  studied  the 
effect  of  unilateral  systemic  pulmonary  anas- 
tomoses in  an  attempt  to  study  pulmonary  hy- 
pertension and  pulmonary  vascular  obstruction 
disease.  It  is  believed  that  the  most  important 
factors  are  the  state  of  maturity  of  the  pulmo- 
nary vascular  bed,  and  the  size  of  the  anasto- 
mostic  opening  (4). 

Histopathologic  examination  of  the  lungs 
of  infants  dying  with  this  type  of  anomaly, 
failed  to  reveal  structural  abnormalities  before 
six  months  of  age  (2).  After  this,  pressure  struc- 
tural changes  occurred,  beginning  as  hyper- 
trophy of  the  media,  leading  to  an  internal 
occlusive  lesion.  Occasionally  the  systemic 
lung  shows  marked  obstructive  changes  (4). 
In  this  case  study,  the  patient  had  evidence 
of  pulmonary  hypertension,  after  successful 
correction  at  three  months  of  age.  Further 
follow  up  is  needed  to  elucidate  if  the  pulmo- 
nary hypertension  present  on  this  patient  will 
subside  or  not.  Lung  biopsies  and  further  he 
modynamic  studies  will  follow. 

Early  diagnosis  and  surgical  intervention 
is  imperative  if  one  believes  that  irreversible 
pulmonary  damage  might  occur  in  late  infan- 
cy and  or  early  childhood.  The  ideal  surgical 
approach  is  the  one  advocated  by  Kirkpatrick 
(8),  in  which  the  anomalous  pulmonary  artery 
is  anastomosed  directly  to  the  main  pulmonary 
artery. 

Interposition  grafts  have  also  been  used. 
The  associated  PDA  is  always  ligated  (10). 
The  major  contraindication  to  surgery  is  the 
presence  of  severe  pulmonary  vascular  obstruc- 
tive disease  in  both  lungs.  It  is  not  clear  if 
early  correction  may  prevent  these  vascular 
changes.  Further  studies  and  prolonged  follow 
up  of  this  patient  might  help  clarify  this  pro- 
blem. 
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HIRSCHSPRUNG’S  DISEASE:  ANALYSIS  OF  CASES 
AT  THE  UNIVERSITY  HOSPITAL 

Pedro  J.  Rosselló,  IviD  and  Manuel  E.  Lores,  MD 


Abstracto:  Hemos  revisado  todos  los  casos  con 
el  diagnóstico  de  enfermedad  de  Hirschsprung’s 
que  fueron  admitidos  a los  hospitales  Universita- 
rio y Universitario  de  Niños  durante  el  período 
de  enero  1967  a junio  1978.  Identificamos  un 
total  de  veintiocho  casos  de  aganglionosis  pro- 
bado por  biopsia  y nueve  casos  adicionales  con 
el  diagnóstico  clínico  de  megacolon  congénito 
que  no  demostraron  tener  aganglionosis  en  una 
myectomía  rectal. 

El  grupo  con  aganglionosis  comprobada 
por  biopsia  consistía  de  16  infantes  y 12  ni- 
ños, con  una  razón  de  hembra:  varón  de  1. 
Anomalías  asociadas  se  identificaron  en  17.8 
por  ciento  de  estos  pacientes.  El  cuadro  clínico 
más  común  en  infantes  presentaba  la  triada  de 
distención  abdominal,  vómitos  y estreñimiento, 
mientras  que  en  los  niños  mayores  el  síntoma 
predominante  era  estreñimiento  solamente.  La 
mortalidad  gruesa  en  infantes  fue  37.5  por  cien- 
to, que  se  dividió  en  12.5  por  ciento  mortali- 
dad operatoria,  18.7  por  ciento  mortalidad 
tardía  y 6.2  por  ciento  mortalidad  sin  opera- 
ción. No  hubo  muertes  en  el  grupo  de  niños 
mayores. 

A catorce  pacientes  se  le  practicó  una 
operación  preliminar,  y desarrollaron  un  total 
de  ocho  complicaciones  operatorias. 
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A veintitrés  pacientes  se  le  practicó  una 
operación  definitiva,  y desarrollaron  un  total 
de  14  complicaciones.  La  gran  mayoría  de  las 
operaciones  definitivas  consistían  del  proce- 
dimiento de  Soave. 

En  nueve  infantes,  los  resultados  funcio- 
nales tardíos  después  del  procedimiento  de 
Soave  demostraron  seis  pacientes  con  función 
anal  normal,  dos  con  incontinencia  o ensucia- 
miento anal  y uno  con  estreñimiento.  En  diez 
niños  mayores,  siete  demostraban  función  nor- 
mal, dos  incontinencia  o ensuciamiento  y uno 
estreñimiento. 

Abstract:  We  have  reviewed  all  cases  with  the 
diagnosis  of  Hirschsprung’s  Disease  admitted 
to  the  University  and  University  Children’s 
Hospitals  from  January  1967  to  June  1978. 
There  were  a total  of  twenty  eight  cases  with 
biopsy  proven  aganglionosis  and  an  additional 
nine  cases  with  clinical  diagnosis  of  Congenital 
Megacolon  which  were  not  found  to  have  agan- 
glionosis on  rectal  myomectomy. 

The  group  with  biopsy  proven  aganglio- 
nosis consisted  of  sixteen  infants  and  twelve 
children  with  a male  to  female  ratio  of  1. 
Associated  anomalies  were  found  in  17.8  per- 
cent of  these  patients.  The  most  common 
presenting  picture  in  infants  was  the  triad  of 
abdominal  distention,  vomiting  and  constipa- 
tion, while  in  children  the  overwhelming  pre- 
senting symptom  was  constipation  alone.  The 
overall  mortality  in  infants  was  37.5  percent, 
divided  as  12.5  percent  operative  mortality, 
18.7  percent  late  mortality  and  6.2  percent 
mortality  without  operation.  There  were  no 
deaths  in  the  children  group. 
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Fourteen  patients  underwent  a preli- 
minary operation  with  a total  of  eight  opera- 
tive complications.  Twenty- three  patients  under- 
went definitive  surgery  with  a total  of  fourteen 
complications.  The  great  majority  of  the  defini- 
tive surgery  involved  the  Soave  procedure. 

In  nine  infants  late  results  after  a Soave 
procedure  showed  six  patients  with  normal 
bowel  function,  two  with  soiling  and/or  in- 
continence and  one  with  constipation.  In  ten 
children  there  were  seven  with  normal  bowel 
function,  two  with  soiling  and/or  incontinen- 
ce and  one  with  constipation. 

Hirschsprung’s  Disease  is  an  interesting 
congenital  condition  which  results  in  func- 
tional obstruction  of  the  distal  bowel  seconda- 
ry to  a motility  abnormality,  associated  with 
absence  of  ganglion  cells  in  the  dysmotile 
segment.  Several  articles  have  defined  the  basic 
picture  for  this  disease  in  the  U.  S..  and  else- 
where (1,  2).  We  undertook  this  retrospective 
study  in  an  effort  to  define  the  clinical  picture 
and  results  of  treatment  as  they  occur  in  our 
local  environment,  at  the  University  and  Uni- 
versity Children’s  Hospitals. 


Material  and  Method 

We  reviewed  the  medical  records  of  all  cases 
admitted  to  the  University  and  University  Children’s 
Hospitals  with  the  diagnosis  of  Hirschsprung’s  Disease 
during  the  past  ten  years:  January,  1967  to  June, 
1978.  This  retrospective  review  yielded  a total  of  twen- 
ty eight  cases  with  biopsy  proven  aganglionisis  and 
an  additional  nine  cases  with  clinical  diagnosis  of  Hirs- 
chsprung’s Disease  which  were  not  found  to  have  agan- 
glionosis  on  rectal  myomectomy.  The  records  were 
analyzed  for  factors  related  to  the  incidence,  distri- 
bution, diagnosis,  and  treatment  of  this  disease. 


Results 

The  group  of  twenty  eight  patients  with 
true  congenital  aganglionosis  consisted  of  six- 
teen infants  (age  at  diagnosis  < twelve  months) 
and  twelve  children  (age  at  diagnosis  > twelve 
months).  There  were  fourteen  males  and  four- 
teen females  for  a sex  ratio  of  1. 

Associated  anomalies  were  found  in  five 
patients  (17.8  percent).  These  include  one 
patient  with  Down’s  Syndrome,  one  with  con- 
genital heart  disease,  1 with  congenital  cata- 
ract, one  with  G-6-PD  deficiency,  and  one  with 
neurogenic  bladder  (Table  I).  In  addition  there 
were  two  patients  born  prematurely  (7  percent). 

In  the  infant  subgroup  of  sixteen  patients 
the  median  time  between  the  onset  of  symp- 
toms and  the  diagnosis  of  congenital  mega- 
colon was  twenty  eight  days  (range  1-180 
days).  In  the  children  subgroup  of  twelve  pa- 
tients the  median  delay  in  diagnosis  from 
onset  of  symptoms  was  two  years  (range  1-20 
years).  Table  II  summarizes  the  ages  at  the  onset 
of  symptoms,  the  ages  at  diagnosis  and  the 
delay  in  diagnosis. 

The  presenting  clinical  picture  was  dif- 
ferent in  the  infant  and  children  subgroups. 
In  the  infant  subgroup  the  most  common 
presenting  findings  consisted  of  the  triad  of 
abdominal  distention  (15/16  patients),  vomi- 
ting (13/16  patients)  and  constipation  (12/16 
patients);  while  in  the  children  subgroup  the 
overwhelming  presenting  symptom  was  consti- 
pation only  (11/12  patients)  (Table  III). 

The  proximal  limit  of  aganglionosis  in 
the  twenty  eight  patients  is  shown  in  Table  IV. 
The  great  majority  of  patients  had  aganglio- 
nosis limited  to  the  sigmoid  colon  or  below: 
13/16  patients  in  the  infants  subgroup  (81.3 
percent)  and  12/12  patients  in  the  children 
subgroup  (100  percent).  Among  the  infant 
subgroup  there  were  two  patients  (12.5  per- 
cent) with  aganglionosis  of  the  entire  colon 
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TABLE  I 

Associated  Anomalies 


Down 's  Syndrome 

1 

Congenital  Heart  Disease 

I 

Congenital  Cataract 

1 

G-6PD  Deficiency 

1 

Neurogenic  Bladder 

1 

TOTAL  - 

5 (17.8  percent) 

TABLE  II 

Age  Onset  of  Symptoms,  Age  at  Diagnosis  and  Delay  in 

Diagnosis 

< 1 YEAR 

> 1 YEAR 

AGE  ONSET  OF  SYMPTOMS 

24  (85.8  percent) 

4 (14.2  percent) 

AGE  AT  DIA  GNOSIS 

16  (57.2  percent) 

12  (42.8  percent) 

DELA  Y IN  DIA  GNOSIS 

-RANG-E-— 

_A.VJEAA.OE. 

INFANTS  (16) 

0-180  DA  YS 

28  DA  YS 

CHILDREN  (12) 

1-20  YEARS 

2 YEARS 

TABLE  III 

Presenting  Signs  and  Symptoms 

Signs  and  Symptoms 

Infants 

Children 

(n  = 16) 

(n  = 12) 

A bdominal  Distention 

15 

2 

Vomiting 

13 

2 

Constipation 

12 

11 

Diarrhea 

3 

1 

Fever 

3 

- 

Others 

2 

- 
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TABLE  IV 


Limit  of  Aganglionosis 


Infants 

Children 

fn  = 16) 

<n  = 12) 

Sigmoid  Colon  or  Below 

13  (81.3  percent) 

12  (100  percent) 

Total  Colonic  Aganglionosis 

2 (12.5  percent) 

— 

Total  Gastrointestinal  Aganglionosis 

1 (6.2  percent) 

— 

TABLE  V 

Surgical  Procedures 

INITIAL  DECOMPRESSION 

Infants  (n  = 12) 

Children  (n  = 2) 

Left  Colostomy 

11 

2 

Ileostomy 

4 

- 

Right  Colostomy 

1 

- 

Jejunostomy 

1 

- 

Total  Procedures  - 

17 

2 

DEFINITIVE  OPERA  TION 

Infants  (n  = 11) 

Children  (n  = 12) 

Soave 

10 

11(1  Reoperation) 

Duhamel 

1 

1 

Myectomy 

- 

1 

Total  Procedures  - 

11 

13 

and  a variable  segment  of  small  bowel.  Addi- 
tionally there  was  a single  case  of  total  gastro- 
intestinal aganglionosis  (6.2  percent). 

The  operations  performed  in  these  pa- 
tients were  classified  as  initial  decompressive 
procedures  and  definitive  corrective  operations 
(Table  V).  In  the  infant  subgroup  twelve  of 


sixteen  patients  underwent  an  initial  decom- 
pressive procedure  with  a total  of  seventeen 
such  operations:  eight  patients  had  a left  co- 
lostomy and  one  patient  with  aganglionosis 
of  the  entire  colon  and  distal  8 cms  of  ileum 
had  a subtotal  colectomy  and  ileostomy  as 
the  initial  procedure.  Two  patients  underwent 
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two  consecutive  decompressive  procedures:  one 
had  a right  colostomy  after  a false  negative 
biopsy  of  a left  colostomy,  and  the  other  pa- 
tient was  the  single  one  in  our  series  with  total 
gastrointestinal  aganglionosis.  This  last  patient 
had  a jejunostomy  after  an  unsuccessful  de- 
compressive ileostomy.  The  remaining  pa- 
tient in  the  subgroup  having  a decompres- 
sive procedure  was  one  suffering  from  agan- 
glionosis of  the  entire  large  bowel  and  distal 
18  cms  of  small  bowel;  this  patient  was  sub- 
mitted to  four  consecutive  decompressive 
procedures:  sigmoid  colostomy,  splenic  flexure 
colostomy,  distal  ileostomy  and  proximal 
ileostomy. 

Four  of  the  sixteen  patients  in  the  in- 
fant subgroup  did  not  have  an  initial  decom- 
pressive procedure.  Two  of  these  four  patients 
were  submitted  initially  to  a definite  correc- 
tive procedure.  Of  the  remaining  two,  one  was 
transferred  to  our  hospital  with  acute  necroti- 
zing enterocolitis  dying  before  adequate  resus- 
citation and  emergency  colostomy  could  be 
performed.  The  other  patient  was  a seven 
weeks  old  baby  girl  admitted  with  a twenty 
four  hours  history  of  abdominal  distention, 
vomiting,  constipation  and  fever.  The  admitting 
diagnosis  was  midgut  volvulus  and  patient  was 
submitted  to  an  emergency  exploration  late  at 
night.  Volvulus  was  not  found  at  surgery  but 
dilated  small  bowel  with  hypertrophic  ileal 
wall  were  the  operative  findings.  The  diagnosis 
of  total  aganglionosis  coli  was  suspected  but  the 
laparotomy  was  terminated  pending  pathologic 
results  of  rectal  biopsy.  Unfortunately,  imme- 
diately after  operation  the  patient  developed 
respiratory  and  heart  failure,  associated  with 
metabolic  acidosis  and  hyperkalemia  followed 
by  cardiac  arrest  not  responding  to  resuscitative 
measures.  Autopsy  was  not  performed. 

Eleven  of  the  sixteen  patients  in  the  infant 
subgroup  were  submitted  to  definitive  corrective 
procedures:  ten  patients  underwent  the  Soave’s 
procedure  and  the  remaining  patient  had  a 


Duhamel  operation.  The  remaining  five  patients 
that  did  not  have  a definitive  operation  were 
those  previously  mentioned:  the  two  patients 
who  died,  the  two  patients  with  aganglionosis 
of  the  entire  colon  and  a variable  segment  of 
small  bowel  and  the  single  patient  in  our  series 
with  total  gastrointestinal  aganglionosis. 

In  the  children  subgroup  only  two  of  the 
twelve  patients  had  an  initial  decompressive 
procedure.  Both  underwent  emergency  explora- 
tion for  obstruction  and/or  perforation  and  a 
colostomy  was  performed  as  part  of  this  initial 
operation. 

The  operative  complications  are  outlined 
in  Table  VI.  There  were  a total  of  nineteen 
initial  decompressive  procedures  performed 
(17  in  the  infant  subgroup,  two  in  the  children 
subgroup)  with  nine  reported  complications 
in  8 procedures  (42.1  percent).  The  most  com- 
mon complication  found  after  an  initial  de- 
compressive procedure  was  persistent  intestinal 
obstruction  secondary  to  enterostomy  at  an 
aganglionic  level,  which  occurred  four  times 
in  the  3 infants  with  long  segment  aganglionosis. 
Prolapse  of  colostomy  occurred  in  two  patients, 
associated  with  evisceration  in  one  of  them, 
while  necrotizing  enterocolitis  and  a recto- 
cutaneous  fistula  complicated  the  postoperative 
course  of  two  different  patients. 

Among  the  twenty  four  definitive  correc- 
tive operations  performed  (11  in  the  infant 
subgroup  and  13  in  the  children  subgroup)  there 
were  a total  of  fourteen  postoperative  complica- 
tions in  12  procedures  (50  percent).  The  most 
common  complication  was  wound  infection  in 
six  cases,  associated  with  wound  dehiscence  and 
evisceration  in  one  case  and  with  fecal  fistula  in 
another  case.  Bronchopneumonia  was  seen  in 
two  patients  as  postoperative  complication,  both 
patients  responding  to  medical  treatment. 
Wound  disruption  and  evisceration  was  seen 
in  one  patient  in  the  immediate  post-operative 
course  (24  hours  after  operation)  secondary 
to  a technical  error  requiring  emergency  re- 
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TABLE  VI 

Postoperative  Complications 


I-  DECOMPRESSIVE  PROCEDURES  (n  = 19): 

Persistent  Intestinal  Obstruction  Secondary  to  Enterostomy 


at  an  Aganglionic  Level  4 

Prolapse  of  Colostomy  2 

Evisceration  1 

Necrotizing  Enterocolitis  1 

Rectocutaneous  Fistula  1 

Total  Complications  - 9 

Total  Procedures  with  Complications  - 8 ( 42.1  percent) 


II-  DEFINITIVE  PROCEDURES  (n  = 24): 


Wound  Infection  6 

Woun d Dehiscense  and  E viscera tion  2 

Fecal  Fistula  1 

Bronchopneumonia  2 

Intestinal  Obstruction  2 

Operative  Mortality  1 

Total  Complications  - 14 

Total  Procedures  with  Complications  - 12  (50  percent) 


operation  for  closure  of  the  wound.  There  were 
two  cases  of  mechanical  large  bowel  obstruction 
among  these  group  of  patients:  one  occurring 
after  a rectal  myectomy,  and  the  other  requiring 
a second  Soave  pullthrough. 

The  single  mortality  occurring  after  a de- 
finitive operation  was  in  a fifteen  month  old  boy 
submitted  to  a Soave  procedure  after  diagnosis 
of  aganglionosis.  This  patient  was  doing  well  till 
his  fourth  post-operative  day  when  suddenly 
developed  carpopedal  spasm  followed  by  cardiac 


arrest  not  responding  to  resuscitative  measures. 
Unfortunately  an  autopsy  was  not  performed. 

There  were  a total  of  six  deaths  in  this 
series,  all  occurring  in  the  infant  subgroup, 
which  had  an  overall  mortality  of  37.5  per- 
cent. As  indicated  in  Table  VII,  the  six  fatal 
cases  were  divided  in:  operative  mortality 
(death  occurring  within  thirty  days  after  sur- 
gery); two  cases  (12.5  percent);  late  morta- 
lity (death  related  to  the  disease,  occurring 
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TABLE  VII 

Mortality  and  Late  Results 


A)  Mortality: 

_ Mortality 

Mortality 

_ NoJOneaMiofL  _ 

-La tal- 

Infants  (n  = 16) 

2 (12.5  °l°) 

3 (18. 7 °l°) 

1 (6.2  °l°) 

6 (37.5  °/( 

Children  (n  - 12) 

o 

o 

o 

o 

B)_Late_Results:_ 

Operative 
Operation-  _Mortality_ 

A verage 
Follow 
_Up_ 

Normal 

Bowel 

Movements 

Soiling 

and/or 

Incontinence 

Constipation 

Infants  (n  = 11) 

Soave  (n  = 10)  1 

39  mos. 

6 

2 

1 

Duhamel  (n  = 1)  - 

35  mos. 

— 

- 

1 

Children  (n  = 12) 

Soave  (n  = 10)  - 

22.8  mos. 

7 

2 

1 

Duhamel  (n  = 1)  - 

60  mos. 

- 

1 

- 

Myectomy  (n  = 1)  - 

28  mos. 

— 

- 

1 

after  thirty  post-operative  days):  three  cases 
(18.7  percent);  and  mortality  without  oper- 
ation: one  case  (6.2  percent).  The  two  oper- 
ative mortality  cases  have  been  discussed  pre- 
viously in  this  report.  The  single  patient  dying 
without  surgical  intervention  has  been  also 
presented. 

There  were  three  infants  among  the  group 
of  late  mortality:  all  with  long  segment  agan- 
glionosis.  The  first  of  these  patients  had  agan- 
glionosis  of  the  entire  gastrointestinal  tract, 
the  only  case  seen  at  our  institution  with  this 
peculiar  type  of  aganglionosis.  This  male  in- 
fant was  born  at  another  hospital  and  at  the 
age  of  three  days,  after  persistent  vomiting, 
abdominal  distention  and  failiure  to  pass  me- 


conium since  birth,  developed  signs  of  peri- 
toneal irritation  and  was  submitted  to  an  emer- 
gency exploration.  A right  colonic  perforation 
was  found  and  closed  and  the  fecal  stream 
diverted  with  a terminal  ileostomy.  Biopsy 
was  not  performed.  Thereafter  the  patient 
continued  with  intestinal  obstruction  and 
persistent  vomiting,  being  transferred  to  our 
institution  at  the  age  of  two  weeks.  After  ad- 
mission at  our  center,  rectal  and  ileostomy 
biopsies  were  performed  showing  agangliono- 
sis. The  patient  was  the  reexplored  undergoing 
resection  of  the  distal  3 ft.  of  small  bowel, 
multiple  biopsies  of  the  bowel,  stomach  and 
esophagus,  and  proximal  jejunostomy.  One 
month  after  this  procedure  the  patient  died 
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with  sepsis,  severe  diarrhea  with  dehydratation 
and  intractable  metabolic  acidosis.  The  other 
two  cases  involved  a newborn  female  with 
aganglionosis  of  the  entire  colon  and  8 cm. 
of  ileum;  and  a newborn  male  with  total  colo- 
nic and  18  cm  of  ileal  aganglionosis.  Both  these 
cases  have  been  previously  reported  (3). 

Late  results  after  definitive  corrective 
operations  are  summarized  in  Table  VII.  In 
the  infant  subgroup  eleven  definitive  correc- 
tive procedures  were  done:  ten  Soave  oper- 
ations and  one  Duhamel  procedure.  Among 
the  ten  infants  submitted  to  a Soave  operation 
there  were  nine  longterm  survivors:  six  pa- 
tients having  normal  bowel  movements,  two 
suffering  from  soiling  and/or  incontinence 
and  one  from  constipation.  The  average  follow- 
up for  this  group  is  thirty  nine  months.  The 
patient  submitted  to  a Duhamel  operation 
continued  constipated  after  thirty  five  months 
follow-up. 

All  patients  in  the  children  subgroup  (n 
= 12)  underwent  a definitive  corrective  opera- 
tion. Eleven  Soave  procedures  were  performed 
in  ten  children  (one  patient  previously  men- 
tioned required  reoperation  because  recurrent 
episodes  of  low  intestinal  obstruction);  the 
average  time  of  follow-up  was  of  22.8  months 
after  which  seven  patients  were  found  to  have 
normal  bowel  movements,  two  patients  had 
soiling  and/or  incontinence  and  one  patient 
had  constipation.  One  child  underwent  the 
Duhamel  procedure,  and  after  sixty  months 
of  follow-up  continued  with  constipation  and 
soiling.  The  remaining  patient  in  the  children 
subgroup  was  a twenty  year  old  female  whose 
family  refused  treatment  with  a definitive 
procedure  and  was  submitted  to  a rectal  my- 
ectomy. After  twenty  eight  months  of  follow- 
up the  patient  continued  having  constipation 
with  one  episode  of  intestinal  obstruction 
secondary  to  fecal  impaction. 

An  interesting  subgroup  is  that  operated 
with  the  clinical  diagnosis  of  Hirschsprung’s 


disease,  but  where  confirmation  of  the  diag- 
nosis could  not  be  made  pathologically.  Nine 
children  in  this  group  underwent  a rectal  my- 
ectomy. Interestingly,  although  no  absence 
of  ganglion  cells  was  demonstrated,  this  pro- 
cedure relieved  the  symptoms  of  constipation 
in  44  percent.  One  patient  developed  complica- 
tions of  presacral  abscess  formation  and  sub- 
sequent multiple  perianal  fistulization. 


Discussion 

Hirschsprung’s  disease  is  presently  de- 
fined by  the  pathologic  finding  of  absence 
of  ganglion  cells  in  a variable  length  of  distal 
bowel  from  the  anal  verge  proximally.  It  is  a 
subdivision  of  the  larger  group  of  entities  which 
can  cause  megacolon,  be  it  of  a functional 
or  organic  origin.  The  functional  group  includes 
the  megacolon  associated  with  mental  retarda- 
tion and  chronic  psychogenic  constipation. 
These  have  a normal  distribution  of  ganglion 
cells  and  no  mechanical  cause  for  the  colonic 
enlargement.  The  organic  group  includes  those 
cases  which  are  secondary  to  strictures  (as  in 
repaired  imperforate  anus),  or  to  extrinsic 
compression  from  pelvic  tumors  (sacroco- 
ccygeal teratomas,  rhabdomyosarcomas).  These 
have  normal  innervation  and  ganglion  cells, 
but  the  proximal  dilatation  is  secondary  to 
a direct  mechanical  obstruction.  Congenital 
aganglionosis,  congenital  megacolon,  or  Hirs- 
chsprung’s disease  has  an  absence  of  ganglion 
cells  in  the  rectum  and  proximally  for  a va- 
riable distance.  This  results  in  lack  of  normal 
relaxation  and  peristalsis  of  the  musculature 
at  this  level  and  produces  a partial  physiolo- 
gic obstruction. 

There  is  a subgroup  of  children  that  pre- 
sent with  clinical,  radiologic  and  manometric 
findings  consistent  with  Hirschsprung’s  di- 
sease, but  who  demonstrate  normal  ganglion 
cells  on  rectal  biopsy.  These  cases  have  been 
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variously  named,  but  most  recently  have  been 
grouped  under  the  term  of  pseudo  Hirschs- 
prung’s disease.  There  is  evidence  that  although 
ganglion  cells  are  present,  there  is  an  absence 
of  the  non-adrenergic  inhibitory  system  in  the 
distal  bowel  (4,  5,  6).  This  condition  can  be 
detected  by  histochemical  techniques  (7). 
The  nonadrenergic,  noncholinergic  intrinsic 
system  is  responsible  for  the  pre-contraction 
relaxation  of  the  peristaltic  wave,  and  has  been 
shown  to  be  absent  in  classical  cases  of  conge- 
nital aganglionosis  (7).  It  is  probable  that  cases 
that  have  been  previously  classified  as  ultrashort 

segment  Hirschsprung’s  disease,  or  as  psycho- 
genic constipation  which  have  responded  to 
myectomy,  may  represent  abnormalities  in  this 
inhibitory  system.  Nine  such  patients  were  re- 
viewed in  this  series  and  approximately  half 
of  these  responded  favorably  to  myectomy. 
In  the  future  histochemical  study  of  these 
specimens  may  help  define  the  underlying 
abnormalities. 

The  reported  incidence  of  Hirschsprung’s 
disease  is  approximately  one  for  every  5,000 
live  births.  One  can  therefore  estimate  from 
our  birth  rate  that  approximately  twelve  in- 
fants are  born  yearly  with  congenital  agan- 
glionosis in  Puerto  Rico.  Unfortunately  there 
is  no  registry  from  which  the  real  incidence 
for  our  population  can  be  obtained.  An  average 
of  2.8  cases  per  year  has  been  seen  at  the  Chil- 
dren’s University  Hospital  for  the  past  ten  years. 

In  contrast  to  most  series  that  report  a mar- 
ked male  predominance,  (1,  2)  we  found  an 
equal  number  of  males  and  females.  A familial 
incidence  of  3.5  percent  is  reported  nationally 
(1);  we  found  no  instances  of  more  than  one 
case  per  family. 

As  opposed  to  other  congenital  maldeve- 
lopments,  Hirschsprung’s  disease  is  not  asso- 
ciated with  anomalies  in  the  great  majority 
of  cases.  Some  have  reported  less  than  5 per- 
cent associated  anomalies  (2),  others  up  to  a 
maximum  of  up  to  20  percent  (1).  We  found 


five  patients  (17.8  percent)  with  other  ano- 
malies. One  of  these  was  Down’s  Syndrome, 
which  is  the  singlemost  commonly  reported 
association  and  which  occurs  in  over  3 per- 
cent of  cases  of  aganglionosis,  in  contrast  to 
approximately  one  in  600  in  the  general  po- 
pulation (2).  Prematurity  has  been  rarely  re- 
ported but  we  found  it  in  7 percent  of  the 
reviewed  cases. 

The  presenting  picture  can  be  clearly 
separated  into  two  fairly  distinct  clinical  com- 
plexes. The  infant  group  present  with  a pic- 
ture of  partial  or  complete  bowel  obstruc- 
tion and  the  triad  of  constipation,  vomiting 
and  distention.  Delayed  passage  of  meconium 
(greater  than  48  hours)  is  the  rule.  The  severe 
case  appears  as  a full  blown  enterocolitis,  in  an 
infant  without  an  underlying  cause  for  this 
complication  such  as  prematurity,  respiratory 
distress  syndrome  or  exchange  transfusions. 
Occasionally  the  initial  manifestation  may  be 
a cecal  perforation  or  appendicitis  in  the  new- 
born (1).  In  the  older  child  the  main  symptom 
consists  of  severe  persistent  constipation  which 
historically  begins  in  infancy.  This  usually  has 
been  unresponsive  to  several  cathartic  regimes 
and  follows  a progressive  course.  There  is  rarely 
soiling  (only  3 percent)  or  incontinence  (2). 
On  rectal  exam  the  ampulla  is  usually  empty, 
with  fecalomas  palpable  at  higher  levels.  In  the 
older  child  there  may  be  some  chronic  abdomi- 
nal distention  and  signs  of  malnutrition.  Our 
reviewed  cases  can  be  clearly  divided  into  one 
of  these  two  clinical  complexes. 

Although  it  would  seem  logical  to  suppose 
that  the  clinical  picture  might  correlate  with 
the  length  of  aganglionosis,  no  such  correlation 
appears  to  exist,  except  for  the  cases  of  very 
long  segment  aganglionosis  which  tend  to  be 
recognized  early.  This  suggests  that  there  may 
be  factors  other  than  aganglionosis  responsible 
for  the  motility  abnormality.  The  non-adrener- 
gic inhibitory  system  has  been  suggested  as  im- 
portant in  this  regards  (5).  In  our  reviewed 
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cases  the  level  of  aganglionosis  was  limited 
to  be  sigmoid  or  below  in  81  percent  of  the 
infants  and  100  percent  of  the  children.  Long 
segment  Hirschsprung’s  disease  involving  the 
entire  colon  or  longer  was  present  in  10.7  per- 
cent which  is  similar  to  the  incidence  found  in 
other  series.  We  did  not  find  any  of  the  inter- 
mediate types  of  aganglionosis  in  this  review. 

The  surgical  approach  to  this  disease  can 
be  divided  into  preliminary  decompressive 
procedures  and  definitive  procedures.  Colos- 
tomy (or  ileostomy  for  total  colonic  agan- 
glionosis) is  recommended  in  the  infant  group, 
since  it  allows  for  rapid  compensation  and  for 
a subsequent  pullthrough  at  a date  when  it  is 
technically  easier  and  when  results  are  better. 
However,  even  this  simple  procedure  has  re- 
sulted in  a significant  number  of  complications 
(42  percent  of  cases).  Persistent  intestinal 
obstruction  is  the  most  common  complication 
in  the  reviewed  cases,  and  is  one  that  can  be 
potentially  eliminated  completely  with  routine 
frozen  section  examination  of  the  chosen  site 
of  enterostomy.  This  however,  greatly  depends 
on  the  accurate  pathologic  diagnosis  of  the  spe- 
cimens. Misdiagnosis  on  frozen  section  was  a 
recurrent  problem  in  one  of  the  cases  reported. 
Prolapse  of  the  colostomy,  evisceration,  fistula 
formation  can  also  be  minimized  with  careful 
surgical  technique.  In  the  children  group,  a 
preliminary  decompression  is  not  always  ne- 
cessary, unless  there  is  marked  decompensation 
and  dilatation  of  the  colon,  not  responsive  to 
enemas  and  laxatives.  In  this  series,  most  chil- 
dren underwent  a definitive  procedure  without 
previous  enterostomy. 

The  definitive  procedures  attempt  to 
overcome  the  functional  obstruction  caused 
by  the  aganglionosis,  while  preserving  conti- 
nent anal  function.  Multiple  operations  have 
been  described  (low  anterior  resections,  sym- 
pathectomy, colopexies,  etc.)  but  at  present 
there  are  three  main  variations  of  abdominal 
perineal  pullthrough  procedures  that  are  uti- 


lized: the  Swenson,  Duhamel,  and  Soave- 
Boley  procedures.  Swenson  has  reported  a 3.3 
percent  mortality,  with  90  percent  normal 
bowel  function  in  a large  series  of  483  pa- 
tients (2).  A collective  review  has  reported 
similar  results  with  this  operation:  5 percent 
mortality,  20  percent  complication  rates,  70 
percent  satisfactory  long  term  results  (8). 
Duhamel’s  personal  report  shows  a 2.6  per- 
cent mortality,  10  percent  complication  rate 
and  90  percent  satisfactory  results  (9).  Sieber 
reported  the  Children’s  Hospital  of  Pittsburgh 
experience  with  this  procedure  showing  a 1.4 
percent  mortality  and  normal  bowel  function 
in  68  percent  of  those  followed  longer  than 
5 years  (1).  Using  his  endorectal  pullthrough 
procedure,  Soave  has  reported  147  personal 
cases  with  a 2.7  percent  operative  mortality, 
8.8  percent  postoperative  complications,  and 
88  percent  satisfactory  bowel  function  in  those 
followed  greater  than  10  years  (10). 

In  trying  to  compare  the  overall  results 
of  these  various  procedures,  Soave  has  repor- 
ted a compilation  of  the  long  term  results  of 
various  operations  performed  by  multiple 
surgeons  and  found  no  clear  superiority  to 
any  one  procedure.  Good  results  were  obtained 
in  78  percent  of  Swenson,  81  percent  of  Duha- 
mel, and  82  percent  of  Soave  procedures  (11). 

The  definitive  surgical  treatment  for  the 
cases  reviewed  here  involves  overwhelmingly 
the  use  of  the  Soave  procedure.  There  is  a 
5 percent  operative  mortality;  50  percent  of 
the  cases  have  at  least  one  early  operative 
complication;  and  approximately  70  percent 

achieve  satisfactory  bowel  function,  with 
30  percent  having  persistent  problems  of  soi- 
ling, incontinence  or  constipation.  These  re- 
sults are  comparable  to  those  previously  men- 
tioned except  for  a higher  incidence  of  post- 
operative complications. 

It  seems  that  the  definitive  procedures 
are  roughly  equivalent  and  that  no  one  oper- 
ation is  clearly  superior.  Results  to  a large 


16 


Volumen  71 
Núm.  1 


Pedro  J.  Rosselló,  MD,  et  al 


extent  depend  on  the  expertise  of  the  surgeon 
with  the  individual  operation.  To  pur  thinking, 
the  Duhamel  procedure  because  of  its  technical 
ease  might  be  better  suited  for  the  infant  group 
where  a colostomy  is  already  in  place.  In  the 
children  group  where  a definitive  procedure  is 
to  be  carried  out  without  colostomy  the  Soave- 
Boley  approach  carries  certain  advantages. 
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sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K + 
frequently;  both  can  cause  K+  retention  and  elevated 
serum  K + . Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly.  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes 
with  fluorescent  measurement  of  quimdine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness. headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules,  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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. . in  functional  G.l.  disorders* 


Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


•This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl' 

(dicyclomine  hydrochloride  USP) 

Capsules.  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Briel  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  ot  peptic  ulcer 
IT  SHOULD  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMOOICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER.  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION 


Based  on  a review  ot  this  drug  by  the  National  Academy  ot 
Sciences-National  Research  Council  and/or  other  inlorma- 
tion.  FDA  has  classified  the  following  indications  as  "prob- 
ably'' effective: 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders): and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon) 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LtEVED  BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE.  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-eftective  indications 
requires  turther  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis):  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  ot  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with:  autonomic  neuropathy;  hepatic  or  renal 
disease;  ulcerative  colitis— Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
It  should  be  noted  that  the  use  of  anticholmergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis)  Do  not  rely  on  the  use  of  the  drug  in  the  presence  ot 
complication  of  biliary  tract  disease  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropme-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Anticholinergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia, 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia; 
palpitations,  mydriasis;  cycloplegia:  increased  ocular  tension; 
loss  of  taste,  headache;  nervousness;  drowsiness,  weakness; 
dizziness,  insomnia,  nausea;  vomiting;  impotence;  suppression  of 
lactation;  constipation;  bloated  feeling;  severe  allergic  reaction  or 
drug  idiosyncrasies  including  anaphylaxis,  urticaria  and  other 
dermal  manifestations;  some  degree  ot  mental  contusion  and/or 
excitement,  especially  in  elderly  persons;  and  decreased  sweat- 
ing. With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mo  capsule  and  svrun  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  tour  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily  Infants.  Vi 
teaspoonlul  syrup  three  or  tour  times  daily  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily.  Bentyl  Imection:  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only.  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  it  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine*  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  1976 
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Tenuate*® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan’ 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ot  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe. 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Tnerefore.  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular.  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headacne:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
enia  Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
as  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloridelcontrolled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia.  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias. hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitme*)  has  been  suggested  on  pharmacologic 
rounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
enuate  overdosage. 

Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey.  Puerto  Rico  00633 
Direct  Medical  Inpuiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati.  Ohio  45215.  U S A 
Licensor  of  Merrell* 

References:  1.  Citations  available  on  request -Medical  Research 
Department,  MERRELL  RESEARCH  CENTER, MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215  2.  Hoekenga.  M T, 
O'Dillon.  R H . and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion Hydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy.  Jan.  20-21, 1977 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Tenuate  Dospan  c 

(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 


Tenuate -it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  "...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


For  prescribing  information  see  opposite  page 


A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 


Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 
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THE  1976  SKIN  TEST  SURVEY  FOR  SCHISTOSOMIASIS 

IN  PUERTO  RICO 

Henry  Negrón-Aponte  and  Cruz  Maria  Nazario 


Abstract:  Periodic  evaluations  of  the  geographic 
distribution  of  Schistosoma  mansoni  infections 
have  been  made  in  Puerto  Rico  in  1963,  1969, 
and  recently  in  1976,  using  adult  worm  antigen 
for  skin  testing  of  children  in  a randomized  sam- 
ple of  fifth  graders.  For  the  survey  of  1976  re- 
ported herein,  the  island  wide  rate  of  positive 
reactors  was  5.3  percent,  half  of  what  it  had 
been  in  1969.  In  addition  to  the  overall  drop 
in  reactor  rates  there  was  a marked  geographic 
shift  of  the  area  of  highest  rates  to  northeastern 
Puerto  Rico,  just  east  of  San  Juan  on  the  coastal 
plain  between  Carolina  and  Luquillo. 

Introduction 

The  parasitic  disease  schistosomiasis  (bil- 
harzia)  has  been  under  attack  by  health  autho- 
rities in  Puerto  Rico  since  1953  and  periodic 
assessments  have  been  made  of  the  infection, 
including  an  island-wide  survey  pf  1976,  re- 
ported herein.  For  the  first  decade  of  control 


From  the  Preventive  Health  Division,  Puerto  Rico,  De- 
partment of  Health,  and  the  Human  Ecology  Division  Center 
for  Energy  and  Environment  Research,  Caparra  Heights  Sta- 
tion, Puerto  Rico  00935.  Correspondence  should  be  addres- 
sed to  Ms.  Cruz  Maria  Nazario. 

Contribution  of  the  Center  for  Energy  and  Environment 
Research  of  the  University  of  Puerto  Rico,  operated  under 
Contract  No.  EY-76-C-05-1833  for  the  U.  S.  Energy  Research 
and  Development  Administration. 


operations,  an  evaluation  of  prevalence  in  the 
controlled  areas  was  accomplished  by  examina- 
tion of  fecal  specimens  from  school-children. 
However  as  the  control  program  expanded  and 
the  prevalence  and  intensity  of  infections  de- 
creased, this  method  yielded  little  useful  in- 
formation and  became  very  expensive.  In  1963 
these  problems  were  overcome  by  the  first 
island-wide  survey  using  adult  schistosome 
antigen,  injected  intradermally  (1).  A second, 
similar  survey  was  repeated  in  1969  (2)  and 
finally  this  third  survey  was  finished  in  1976. 
It  was  the  purpose  of  these  surveys  to  monitor 
changes  occurring  in  distribution  of  the  infec- 
tion, and  to  define  the  impact  of  the  opera- 
tional control  program.  This  report  presents 
the  results  of  the  1976  survey  and  the  changes 
in  comparison  with  the  1969  results. 

Evaluation  of  the  control  effort  by  mea- 
suring prevalence  with  the  skin  test  at  5 to  10 
year  intervals  was  much  better  suited  to  the 
operational  program  than  was  the  more  ex- 
pensive measurement  of  prevalence,  incidence, 
or  intensity  of  infection  by  annual  fecal  exa- 
minations (3).  The  high  cost  of  annual  fecal 
surveys  was  justifiable  only  in  the  small  pilot 
projects  where  rapid  evaluation  of  control  me- 
thods was  needed  in  the  early  stages  of  the 
control  program. 

Materials  and  Methods 

Antigen  for  the  skin  test  was  prepared  from 
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TABLE  I 


Distribution  of  Comparative  Reaction  Sizes  to  Two  Antigen  Batches 
in  381  Children  from  Luquillo  and  Ponce,  Puerto  Rico,  1976 


Wheal  Size  in  Square  Centimeters 

Age  10 

NUMBER  OF  POSITIVE  REACTORS 

Age  11 

Age  12- 13 

Less  than  1.0 

108/86* 

131/119 

86/73 

1.0 

5/12 

6/7 

6/11 

1.1 

1/6 

2/7 

3/4 

1.2 

6/3 

2/6 

3/6 

1.3 

1/5 

2/3 

1/4 

1.4 

0/2 

3/2 

1/0 

1.5  and  greater 

5/11 

7/9 

2/4 

Total>  1.0 

18/39 

22/34 

16/29 

Total  Tested 

126 

153 

102 

Reactor  Rate 

14°l0/310l0 

14°!°  ¡22°  Io 

16°/°/290 

* Results  from  1969  batch /results  from  1976  batch. 


adult  Schistosoma  mansoni  and  standardized  at  a ni- 
trogen concentration  of  35-40  micrograms  per  ml, 
in  the  same  manner  as  in  the  previous  surveys  (1,  2). 
Two  batches  of  antigen  were  used,  one  batch  from 
the  antigen  prepared  for  the  1969  survey  at  the  Uni- 
versity Hospital  of  the  Puerto  Rico  School  of  Medici- 
ne, and  the  second  batch  prepared  at  the  Puerto  Rico 
Nuclear  Center  (now  the  Center  for  Energy  and  En- 
vironment Research),  in  1976. 

A comparison  was  made  between  the  two  bat- 
ches to  verify  that  no  significant  change  in  reactivity 
occurred  during  storage,  by  injecting  both  antigens 
at  slightly  separated  sites  on  the  volar  aspect  of  the 
forearms  of  381  children  (4).  This  was  an  additional 
biological  calibration  to  determine  the  required  ad- 
justment to  the  size  of  the  reaction  wheal  from  the 


1976  batch  of  antigen  so  that  the  adjusted  wheal  sizes 
would  be  precisely  equivalent  to  the  wheal  sizes  from 
the  1969  antigen  (5).  The  use  of  both  the  1969  and 
the  1976  antigens  in  the  1976  survey  insured  the  com- 
parability of  the  results  from  both  surveys.  The  1969 
antigen  had  the  same  nitrogen  content  as  the  1976  an- 
tigen and  had  been  stored  at  4°  C since  its  production. 

In  order  to  calibrate  the  proportion  of  skin  test 
reactors  in  terms  of  equivalent  prevalence  of  egg-passers, 
stools  were  collected  from  489  fifth  grade  children 
in  the  municipalities  of  Luquillo  and  Carolina,  which 
had  the  highest  proportion  of  skin  test  reactions,  and 
in  the  least  reactive  municipalities  of  Loiza  and  San 
Lorenzo.  Examination  of  feces  was  performed  accord- 
ing to  the  quantitative  formol  ether  concentration 
method  by  a technician  who  had  been  trained,  eva- 
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TABLE  II 


Effect  of  Adjustment  of  Wheal  Size  for  1976  Antigen  on  Rate  of  Positive  Reactors 
Among  381  Children  from  Luquillo  and  Ponce,  Puerto  Rico,  in  Comparison 
with  Prevalence  from  1969  Antigen 


1969  ANTIGEN 

1976  ANTIGEN 

Age  in 

Before  Adjustment 

After  Adjustment 

Years 

Number 

Percent 

Number 

Number 

Percent 

10 

18 

14 

39 

18 

14 

11 

22 

14 

34 

20 

13 

12  + 13 

16 

16 

29 

14 

14 

TOTAL 

56 

14. 7 °l° 

102 

52 

13. 7°l{ 

luated,  and  found  satisfactory  by  the  developers  of 
the  quantitative  method  (6).  These  same  489  children 
were  tested  by  the  1976  skin  test  methodology. 

The  geographic  sampling  system  was  based  on 
the  fifth-grade  classrooms  in  public  schools  through- 
out Puerto  Rico,  identical  to  the  system  used  in  1963 
and  1969  (1,  2).  About  one  out  of  every  four  class- 
rooms was  sampled,  testing  all  children  in  the  class- 
room. The  average  age  of  the  children  was  between 
10  and  11  years.  For  sampling  purposes  the  classrooms 
were  grouped  into  31  watersheds,  which  were  strati- 
fied into  urban  and  rural  zones  and  into  sub-watershed 
areas  when  geographical  differences  indicated  a non- 
homogenous  valley.  The  randomized  selection  of  class- 
rooms had  been  conducted  in  1963  and  the  same  class- 
rooms were  repeated  in  1969  and  1976  to  preserve 
the  comparability  of  the  results. 

The  methods  of  injecting,  recording,  and  mea- 
suring the  wheal  size  of  the  reaction  were  identical 
to  the  methods  used  in  1969  (2).  No  control  injec- 
tions were  used  and  the  criteria  for  positivity  were  the 


same  as  in  1969.  For  males  under  14  years  of  age  and 
for  all  females,  a wheal  area  of  1.0  square  centimeters 
or  greater  indicated  a positive  reaction.  For  males  age 
14  and  over,  a wheal  1.2  square  centimeters  or  greater 
in  area  was  considered  positive.  This  was  a change  from 
the  1963  criteria  for  positivity.  The  change  was  made 
after  careful  statistical  analysis  of  reaction  wheal  sizes 
from  the  22,548  children  tested  in  1969,  when  it  was 
determined  that  the  same  reactor  rates  could  be  ob- 
tained with  the  new  criteria,  ignoring  the  control  reac- 
tion (5). 

The  testing  teams  were  trained  by  one  of  the  au- 
thors (HNA)  who  also  monitored  their  performance 
and  personally  re-tested  the  children  if  it  appeared  that 
incorrect  procedures  had  been  followed.  This  occurred 
in  the  Ponce  region  when  the  reaction  size  was  recor- 
ded as  the  area  of  erythema,  instead  of  the  indurated 
wheal.  Seven  teams  conducted  the  injections  in  April 
and  May  and  also  in  September  of  1976,  testing  fifth- 
graders  in  the  first  academic  year  and  then  re-testing 
' corresponding  sixth-graders  in  the  Ponce  region  in  the 
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TABLE  III 


Reactor  Rates  to  the  Schistosomiasis  Skin  Test  by  Watersheds  in  Puerto  Rico,  1976 


URBAN 

SCHOOLS 

Number  Reactor 
Tested  Rate 

RURAL 

SCHOOLS 

Number  keactor 
Tested  Rate 

URBAN  AND  RURAL 

SCHOOLS  COMBINED 

Reactor  Standard 

Rate  Deviation 

Water- 

shed 

Number  Municipality 

187 

6.4  percent  84 

17.5  percent 

10.3  percent 

2.2  percent 

1 

Fajardo,  Ceiba 

104 

25.0 

206 

11.6 

16.4 

2.9 

2 

Rio  Grande,  Luquillo 

47 

19.1 

103 

5.8 

10.4 

2.9 

3 

Naguabo 

123 

21.1 

210 

19.5 

20.7 

3.6 

4 

Trujillo  Alto,  Carolina,  Loiza 

152 

12.5 

163 

10.4 

11.6 

2.2 

5 

Gurabo,  Juncos,  Las  Piedras 

112 

10.7 

170 

10.0 

10.1 

2.0 

6 

Humacao 

134 

9.1 

143 

4.2 

5.7 

1.1 

7 

Yabucoa,  Maunabo 

189 

7.4 

219 

6.4 

7.2 

1.0 

8 

San  Lorenzo,  Caguas,  Aguas  Buenas 

396 

5.0 

139 

5.8 

5.2 

0.5 

9 

San  Juan,  Rio  Piedras 

259 

2.3 

140 

0.0 

1.7 

0.2 

10 

Bayamón,  Cataño,  Guaynabo 

0 

- 

127 

3.2 

3.2 

1.1 

11 

Upper  Bayamón 

178 

2.4 

208 

6.3 

4.5 

0.8 

12 

Comerio,  Barranquitas,  Cidra 

Cayey,  Ai  bonito 

107 

1.9 

166 

3.0 

2.9 

0.7 

13 

Arroyo,  Patillas 

96 

6.1 

205 

7.3 

6.8 

1.2 

14 

Guayama,  Salinas 

¡65 

8.5 

224 

7.1 

8.2 

1.4 

15 

Villalba,  Juana  Díaz,  Coamo, 

Santa  Isabel 

53 

1.9 

186 

3.8 

3.3 

0.8 

16 

Orocovis 

44 

6.8 

166 

2.0 

2.8 

1.1 

17 

Cíales 

114 

0.9 

187 

1.1 

1.0 

0.3 

18 

Toa  Alta,  Naranjito 

211 

1.4 

220 

1.6 

1.4 

0.2 

19 

Dorado,  Toa  Baja,  Vega  Baja,  Vega 
Alta,  Corozal,  Mor  o vis 

139 

7.2 

165 

3.6 

5.2 

1.0 

20 

Barceloneta,  Manatí 

143 

3.5 

129 

>9 

3.7 

0.8 

21 

Arecibo 

187 

2.8 

281 

6.6 

5.1 

1.0 

22 

Utuado,  Jayuya,  Adjuntas 

246 

6.1 

215 

6.3 

4.9 

0.7 

23 

Ponce 

216 

11.3 

278 

13.8 

13.2 

2.4 

24 

Guayanilla,  Yauco,  Peñuelas 

0 

— 

98 

10.2 

10.2 

3.2 

25 

Upper  Yauco,  Castañer 

324 

3.6 

421 

1.2 

2.4 

0.3 

26 

Aguadillo,  Rincón,  Lares,  Camuy, 
Hatillo,  Moca,  Aguada,  Isabela, 
Quebradillos,  San  Sebastián 

133 

2.3 

221 

0.2 

L5 

0.4 

27 

Añasco,  Las  Marías 

191 

4.2 

69 

0.0 

3.1 

0.8 

28 

Mayaguez 

180 

4.3 

233 

3.6 

3.7 

0.6 

29 

Cabo  Rojo,  San  Germán,  Sabana 
Grande,  Maricao.  Hormigueros 

121 

8.3 

168 

2.4 

4.8 

1.1 

30 

Lajas,  Guánica,  Ensenada 

28 

0.0 

101 

9.9 

7.8 

1.6 

31 

Vieques 
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early  part  of  the  second  academic  year. 

Results 

In  order  to  make  the  reaction  rates  from 
the  1976  batch  of  antigen  comparable  with 
those  from  the  1969  batch  of  antigen,  the  cali- 
bration trial  was  made  on  381  children  in  May 
of  1976,  using  both  antigens  on  each  child. 
The  children  were  from  Luquillo,  a high  pre- 
valence area,  and  from  Ponce,  an  area  with  a 
low  prevalence.  The  1976  antigen  produced 
larger  wheals  than  did  the  1969  antigen.  An 
analysis  of  the  size  of  the  wheals  and  the  ages 
of  the  children  showed  that  the  tendency  to 
larger  wheals  from  the  1976  antigen  was  grea- 
test among  ten  year  old  children,  with  a de- 
creasing difference  in  wheal  sizes  on  the  older 
children  (Table  I).  Thus  adjustments  to  the 
wheal  sizes  from  the  1976  antigen  were  made 
by  age. 

It  was  necessary  to  reduce  the  wheal  si- 
zes of  children  who  reacted  positively  to  the 
1976  antigen  by  0.3  square  centimeters  for 
10-year  old  children  and  0.2  square  centime- 
ters for  children  11  years  and  older,  in  order  to 
obtain  a reactor  rate  equivalent  to  that  ob- 
tained from  the  1969  antigen.  Of  the  possible 
simple  adjustments  to  wheal  size,  this  one  gave 
the  closest  approximation  to  the  prevalence 
obtained  with  1969  antigen  on  the  same  381 
children  (Table  II).  This  correction  was  made 
on  the  individual  data  sheet  for  each  child  in- 
jected with  the  1976  antigen  who  had  an  un- 
corrected wheal  size  of  1.0  square  centimeters 
or  greater.  Thus  after  adjustment  for  antigen 
batch,  the  determination  of  positivity  was  uni- 
form for  all  children  tested  in  1976,  and  equal 
to  the  determination  of  positivity  in  1969. 

The  estimate  of  positive  reactors  to  the 
skin  test  among  fifth-graders  was  5.3  percent 
± 0.2  percent,  for  the  entire  island,  calculated 
from  the  data  on  10,224  children  tested  in  the 


sample  and  adjusted  for  population  and  varying 
sample  ratios  in  each  watershed  (7).  Only  two 
of  the  31  watersheds  had  reactor  rates  marked- 
ly greater  than  10  percent  which  is  herein  used 
as  the  definition  of  an  endemic  watershed  (Ta- 
ble III).  These  two  watersheds  (2  and  4)  were 
contiguous  in  northeastern  Puerto  Rico  and 
included  the  municipalities  of  Luquillo,  Rio 
Grande,  Trujillo  Alto,  Carolina  and  Loiza. 
Watershed  4 had  the  highest  reactor  rate  on 
the  island,  21  percent.  The  lowest  rate  was 
1 percent,  obtained  in  watershed  18  near  Na- 
ranjito  (Table  III).  If  the  endemic  zone  is  de- 
fined as  those  watersheds  where  the  mean 
prevalence  of  positive  reactors  was  10  percent 
or  greater,  the  population  involved  was  almost 
half  a million  people  with  a mean  rate  of  reac- 
tors about  16  percent  (Table  IV). 

Fourteen  watersheds  in  the  central  and 
western  portions  of  the  island  had  a reactor 
rate  less  than  5 percent,  indicating  virtually 
no  infections  (Figure  1).  Watersheds  24  and 
25  in  the  Yauco  area  were  a small  anomaly  of 
high  rates  with  values  of  13  percent  and  10 
percent  respectively,  compared  to  surrounding 
watersheds  where  the  rates  were  6 percent  or 
less.  The  rates  among  urban  schools  were  not 
significantly  different  from  those  in  rural 
schools.  Schools  are  classified  as  urban  or  rural 
by  the  Department  of  Education  using  the  zo- 
nes established  by  the  Planning  Board. 

The  prevalence  of  persons  passing  schisto- 
some eggs  in  their  feces  was  lower  than  the  pro- 
portion of  positive  reactions  to  the  skin  test. 
In  Luquillo  and  Carolina  where  prevalence  was 
highest,  the  proportion  of  reactors  was  28  per- 
cent, and  the  prevalence  by  single  fecal  exam 
was  8 percent.  In  these  two  communities,  the 
geometric  mean  of  the  egg  counts  in  the  positive 
fecal  samples  was  28  eggs  per  gram  of  feces  (Ta- 
ble V).  However,  in  Loiza  and  San  Lorenzo,  the 
municipalities  with  low  prevalence,  the  propor- 
tion of  reactors  and  the  prevalence  of  egg  pas- 
sers were  both  3 percent,  and  the  intensity  of 
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TABLE  IV 

Remaining  Endemic  Area  in  Puerto  Rico 
(Watersheds  with  reactor  rates  of  10  percent  or  above  in  1976) 


Number  of 
Classrooms 

1976 

Reactor  Rate 

1976 

Population 

1970 

1. 

Fajardo,  Ceiba 

10 

10.3  percent 

33,300 

2. 

Rio  Grande,  Luquillo 

26 

16.4 

32,422 

3. 

Nagua  bo 

15 

10.4 

17,996 

4. 

Trujillo  Alto,  Carolina, 

Loiza 

70 

20.7 

177,374 

5. 

Gurabo,  Juncos,  Las  Piedras 

43 

11.6 

58,215 

6. 

Humacao 

26 

10.1 

36,023 

24. 

Guayanilla,  Yauco,  Peñuelas 

42 

13.2 

69,220 

25. 

Upper  Yauco,  Castañer 

12 

10.2 

10,000 

TOTAL 

202 

434,550 

Weighted  Mean  Reactor  Rate  - 15.6  percent. 


1976  PREVALENCE  OF  SCHISTOSOMIASIS  IN  PUERTO  RICO 
FROM  SKIN  TEST  SURVEY 
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TABLE  V 

Comparison  of  Schistosomiasis  Prevalence  by  Skin  Test  and  By  Fecal  Examination  Using 
Quantitative  Formol  Ether  Method  on  Fifth  Graders  in  Puerto  Rico,  1976 


Zone 

Municipality 

Skin  Test 

Reactors 

Prevalence  by 

Single  Fecal  Exam 

Geometric  Mean 
of  Egg  Count 

HIGH 

Luquillo 

52/182  * 

24/182 

PREVALENCE 

Carolina 

37/140 

3/140 

Sub-Totals 

89/322  = 28  percent 

27/233  = 8 percent 

28  eggs  per  gram  ** 

LOW 

Loiza 

1/51 

0/51 

PREVALENCE 

San  Lorenzo 

4/116 

5/116 

Sub-Totals 

5/167  = 3 percent 

5/167  = 3 percent 

131  eggs  per  gram 

COMBINED 

Totals 

94/489  = 19  percent 

32/489  = 7 percent 

38  eggs  per  gram 

* - Positive/Examined 


**  - Geometric  mean  egg  count  per  gram  of  feces  for  positive  fecal  samples. 


infection  was  higher  with  a geometric  mean 
egg  count  of  131  eggs  per  gram  in  the  positive 
children.  Apparently  the  high  prevalence  recor- 
ded by  the  1976  survey  in  Watersheds  2 and  4 
(Carolina,  Trujillo  Alto,  Rio  Grande,  and  Lu- 
quillo)  were  low  intensity  infections;  thus  many 
children  reacting  to  the  skin  test  may  have  had 
very  young  or  single-sexed  infections  and  were 
not  passing  detectable  numbers  of  eggs  in  their 


feces. 

To  simplify  the  estimation  of  prevalence 
of  egg-passers  in  the  several  endemic  watersheds 
delineated  by  the  1976  survey,  the  results  were 
combined  from  all  four  municipalities,  giving 
a skin  test  prevalence  of  19  percent  compared 
to  a prevalence  of  7 percent  by  a single  fecal 
exam  (Table  V).  Thus  the  adjustment  factor 
from  skin  test  to  single  fecal  exam  was  about 
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1969  PREVALENCE  OF  SCHISTOSOMIASIS  IN  PUERTO  RICO 
FROM  SKIN  TEST  SURVEY 

(Taken  from  Ruiz,  et  al.  19731  ) 


| | «*«•»* 


s*"%  II ,0- 14  9% 

15-19.9% 

OVER  20% 


FIGURE  2 


3:1,  the  same  as  it  had  been  in  the  first  cali- 
bration made  in  1963. 


Discussion 

The  similar  natures  of  the  1976  survey 
and  the  1969  survey  made  it  possible  to  com- 
pare geographic  changes  in  the  reactor  rates. 
The  rate  for  the  island  as  a whole  decreased 
to  5.3  percent  ± 0.2  percent,  less  than  half 
of  what  it  had  been  in  1969  (2).  This  decrease 
was  general  throughout  the  island,  occurring 
in  28  of  31  watersheds.  The  occurrence  of 
highest  rates  in  northeastern  Puerto  Rico  indi- 
cated a marked  change  in  the  geographic  dis- 
tribution of  schistosomiasis.  The  high  rate 
areas  were  previously  concentrated  in  the 
south-east  (Figure  2).  In  addition  to  the  north- 
ward shift  of  the  area  of  highest  reactor  rates, 
there  was  an  extension  of  the  non-endemic 
area  with  virtually  no  infected  persons,  namely 


watersheds  which  had  fewer  than  5 percent 
positive  reactors  (Figure  1).  This  covered  15 
watersheds  in  1976,  compared  to  only  three 
watersheds  in  1969  (Figure  2). 

The  intensity  of  infections  in  the  new 
focus  in  Luquillo  was  38  eggs  per  gram  of  feces 
(geometric  mean  for  positive  persons),  almost 
3 times  as  high  as  the  intensity  in  Boquerón 
which  had  previously  been  considered  one  of 
the  areas  of  highest  transmission  (8).  The  im- 
portance of  Luquillo  was  further  underscored 
by  an  outbreak  of  acute  disease  in  1975  (9). 

The  ultimate  use  of  the  3 similar  island- 
wide surveys  is  to  quantitatively  evaluate  the 
effectiveness  of  the  schistosomiasis  control 
program,  and  to  define  the  current  distribu- 
tion of  the  infection  throughout  Puerto  Rico. 
This  is  a complicated  matter  requiring  cali- 
bration of  the  skin  test  reactivity  from  each 
survey  with  prevalence  data  by  fecal  examina- 
tions, and  adjustment  of  the  residts  from  the 
1963  survey  to  conform  to  the  methodolo- 
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gies  of  the  1969  and  1976  surveys.  When  these 
various  calibrations  and  adjustments  are  ac- 
complished, the  final  evaluation  will  be  made 
(10). 
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THE  AO  LITE  LENTICULAR  AMERICAN  OPTICAL  CO.  AND 
THE  FULL  FIELD  ARMORLITE  WELSH  4 DROP  LENSES 

Manuel  N.  Miranda,  MD 


Summary:  A comparison  of  the  optical  per- 
formance, weight,  and  appearance  of  the  Aolite 
Lenticular  American  Optical  Co.  and  the  Full- 
Field  Armorlite  Welsh  4-Drop  is  presented.  The 
lenticular  lens  gives  better  eccentric  acuity,  the 
4- Drop  full-field  lens  provides  a larger  periphe- 
ral field. 

Resumen:  Se  comparan  los  lentes  plásticos 

asféricos  Aolite  Lenticular  de  la  American  Op- 
tical Co.  y Full-Field  Armorlite  Welsh  4-Drop 
en  relación  a peso,  apariencia  y efectividad 
óptica.  El  lenticular  ofrece  mejor  agudeza  ec- 
céntrica;  el  4-Drop  Full-Field  más  campo  vi- 
sual. 

Introduction 

Two  of  the  lightest  plastic  aspheric  len- 
ses used  today  for  the  correction  of  aphakia 
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are  the  lenticular  American  Optical  Aolite 
and  the  full-field  Armorlite  Welsh  4-Drop  len- 
ses. 

The  corrective  lens  for  aphakia,  besides 
having  a good  cosmetic  appearance  and  a rea- 
sonable weight,  must  eliminate,  as  much  as 
possible,  those  aberrations  which  affect  disad- 
vantageous^ the  vision  of  the  aphake. 

Primarily  those  aberrations  are  marginal 
astigmatism  and  lateral  chromatic  aberrations; 
but  usually  no  attempt  is  made  to  correct  the 
latter. 

Marginal  or  oblique  astigmatism  is  encoun- 
tered by  an  eye  viewing  an  extra  axial  object 
through  a peripheral  region  of  the  lens.  There 
the  power  in  the  vertical  (tangential)  meridian 
differs  from  that  of  the  horizontal  (sagittal) 
meridian,  as  though  a plus  cylinder  axis  180° 
has  been  added  for  vertical  viewing  and  a plus 
cylinder  axis  90°  for  horizontal  viewing. 

This  oblique  astigmatism  is  reduced  by  a 
judicious  choice  of  the  spherical  surface  powers 
as  demonstrated  in  Tables  I and  II  (1)  when  a 
distant  object  is  viewed  at  30°  off-center  throu- 
gh a lens  located  25  mm.  from  the  center  of 
rotation  of  the  eye. 

A -3.50  D rear  curve  performs  better  than 
a flat  curve. 
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TABLE  I 

30°  Off-Center  Angle  of  View 


+12. 00  Sphere 

Flat  Rear  Curve 

-3.50  Rear  Curve 

Sagittal  Error 

0.32  diopters 

-0.11  diopters 

Tangential  Error 

2.  74  diopters 

1. 14  diopters 

Astigmatism 

2.42  diopters 

1.25  diopters 

TABLE  II 

30°  Off-Center  Angle  of  View 

Front  Spherical  Curve 

Front  Aspherical  Curve 

+12.00  Sphere 

-3.50  Rear  Curve 

-3.50  Rear  Curve 

Sagittal  Error 

-0.11  diopters 

-0.41  diopters 

Tangential  Error 

1.14  diopters 

0.20  diopters 

Astigmatism 

1.25  diopters 

0.61  diopters 

However,  by  making  the  front  surface 
aspheric  the  astigmatism  can  be  significantly 
further  reduced;  indeed,  this  is  the  principal 
reason  for  using  an  aspherical  surface. 

Optical  Performance 

A.  O.  Aolite  lenticular  uses  -3.50  D to 
-4.00  D rear  curves  and  therefore  needs  less 
asphericity  in  the  front  surface,  usually  a 1.50 
D power  drop.  Armorlite  Welsh  4-Drop  lens  uses 
flat  rear  curves  and  thus  needs  more  asphericity 


in  the  front  surface,  usually  a 2.00  to  5.00  D 
power  drop.  The  eccentric  performance  is  better 
in  the  lenticular  because  it  combines  a steeper 
rear  and  an  aspheric  frontal  curve.  The  following 
table  (Table  III)  from  American  Optical  Co. 
gives  the  results  between  the  lenticular  and 

4-Drop  lens  at  a viewing  angle  off-axis  of  30° 
using  a close  (vertex  distance  of  7.5  mm.),  a me- 
dium (vertex  distance  of  10.5  mm.),  and  a long 
(vertex  distance  of  13.5  mm.)  fitting  distances 
and  +12.00  D lenses. 

The  4-Drop  lens  has  a larger  peripl\pral 
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TABLE  III 

Comparison  of  Off-Axis  Errors  at  30°  View  of  the  Aolite  Lenticular  and  the  4-Drop  Lens 


with 

a Power  of  + 12.00  D in  the  Center 

Lens  Center 

Off-Axis  Errors  (30°  of  View) 

Thickness, 

Fitting 

Actual  Rx 

Tangential 

Astigmatic 

Base  Curve  and 

Off-Center 

Power  Error 

Error 

Rear  Curve 

Distance 

Sph. 

Cyl. 

(Diop.) 

(Diop.) 

Aolite 

Close 

+12.19 

-0.64 

+ 0.19 

+0.64 

CT:  6.2  mm. 

BC:  +15.50  D 

Med. 

+ 12.37 

-0.74 

+ 0.37 

+0.74 

RC.-3.78D 

Long. 

+ 12.54 

-0.91 

+0.54 

+0.91 

Welsh  “4-Drop” 

Close 

+10. 77 

+0.66 

-1.23 

-0.66 

CT:  7.3  mm. 

BC:  +12.00  D 

Med. 

+10.10 

+1.30 

-1.90 

-1.30 

RC:  +0.02  D 

Long 

+ 9.40 

+1.60 

-2.60 

-1.60 

field.  The  maximum  optical  zone  of  the  lenti- 
cular is  40  mm.  while  that  of  Welsh  4-Drop  lens, 
a full  field  lens,  can  go  as  wide  as  58  mm.  Full- 
field  lenses  increase  the  visual  fields  as  compared 
to  lenticulars. 

Michaels  (2)  found  that  the  mean  measured 
dimensions  of  the  temporal  field  and  the  ring 
scotoma  for  the  two  lenses  were  as  follows: 


Visual  Field 

Scotoma 

Welsh  4- Drop 
Full-Field 

43.89° 

16.76° 

A.  0.  Aspheric 
Lenticular 

39.39° 

11.86° 

The  magnification  at  the  optical  center 
is  about  the  same  in  both  lenses. 

Table  III  gives  a central  thickness  of  7.3 
mm.  for  a 4-Drop  lens  with  a central  power 
of  +12  D and  an  anterior  base  curve  of  +12  D. 
A central  thickness  of  6.2  mm.  is  given  for  the 
Aolite  Lenticular  lens  with  a central  power  of 
+ 12  D and  an  anterior  base  curve  of  +15.50  D. 

If  the  lenses  are  located  12  mm.  from  the 
cornea  and  the  index  of  refraction  for  the  plastic 
lenses  material  is  taken  as  1.5,  the  magnification 
of  the  lenses  can  be  calculated  from  the  for- 
mula: 


1-  ! D,  1 - h Dv 

n 
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where  D^  = front  curve 


t = central  thickness 


44  Eye  Plastic  Lenticular 
M.  E.  D.  33.9  119 


h = vertex  distance 

Dv  = power  of  prescription 

h = index  of  refraction 


Lenticular: 

1 1 

M = x 

1 _ (15.5)  1 - .012  (12) 

= 24.7  °/o 
4- Drop: 

1 1 

M = — - x 

1 _ iP-PZIL  (12)  1 _ .012  (12) 

1.5 

= 24  % 


Weight  and  Appearance 

Davis  (3)  compared  the  weight  of  these 
two  lenses  using  the  same  frame  and  a +14.00 
diopter  Rx  and  found  out  that  the  weight  was 
slightly  less  in  the  lenticular. 

Grams  Oz. 


Lenticulars  have  a bull’s  eye  appearance 
more  obvious  when  mounted  on  large  frames. 
Cosmetically  they  look  better  when  40  mm. 
buttons  are  inserted  in  frames  with  44  eye  size 
especially  when  edged  to  conform  to  M.E.D. 
criteria. 

Welsh  4-Drop  lenses  are  (grounded  using 
the  Minimal  Effective  Diameter  system  to  re- 
duce thickness.  To  accomplish  that,  the  op- 
tical centers  have  to  be  decentered  upward 
so  that  the  thickness  at  the  upper  corners  is 
in  balance  with  the  thickness  at  the  lower 
corners.  The  result  is  a thinner  lens  with  good 
appearance  but  has  to  be  mounted  on  frames 
with  rounded  corners.  Lenticulars  can  be  used 
in  any  frame. 


Conclusion 

Weight  and  central  magnification  differ 
very  little  in  both  lenses.  Welsh  4-Drop  asphe- 
ric full-field  lenses  have  larger  peripheral  field 
and  better  appearance  but  have  to  be  mounted 
on  frames  with  rounded  corners.  Lenticular 
aspheric  lenses  have  better  eccentric  acuity 
and  can  be  used  with  any  frame. 
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NOTICIAS 


AMA  NEWS: 

DISCIPLINARY  ACTIONS  AGAINST  PHYSICIANS 
INCREASE  SIX  FOLD  IN  SIX  YEARS 

CHICAGO  — In  the  past  six  years  there  has  been 
a six-fold  increase  in  state  disciplinary  actions  against 
physicians,  according  to  a survey  conducted  by  the 
American  Medical  Association. 

Much  of  this  increase  can  be  attributed  to  the 
steadily  rising  number  of  states  providing  immunity 
from  civil  liability  for  persons  reporting  errant  phy- 
sicians to  state  medical  disciplinary  agencies. 

“Historically,”  said  James  H.  Sammons,  MD., 
Executive  Vice  President  of  the  AMA,  “physicians 
who  have  reported  colleagues  to  disciplinary  boards 
have  exposed  themselves  to  the  possibility  of  a suit 
for  libel  or  slander.  With  more  and  more  states  grant- 
ing immunity  to  people  who  in  good  faith  report  to 
state  boards,  the  number  of  disciplinary  actions  which 
have  been  initiated  have  also  increased”. 

The  AMA  study  covered  the  years  1971  through 
1977,  and  was  participated  in  by  55  of  the  60  state 
medical  disciplinary  boards.  There  are  more  than  50 
state  boards  because  some  states  have  separate  Osteo- 
pathic boards. 

Dr.  Sammons  pointed  out  that  the  study  shows 
that  in  1971,  there  were  119  actions  which  revoked 
licenses,  suspended  narcotic  permits,  censured  a phy- 
sician or  denied  license  reciprocity  from  one  state 
to  another.  In  1977,  there  were  685  such  actions. 

Because  of  the  variety  of  disciplinary  measures 
taken  only  those  four  actions  were  studied.  In  terms 
of  total  actions  initiated  against  physicians,  the  number 
rose  from  1,275  in  1971  to  3,662  in  1977. 

It  is  important  to  note  that  these  actions  were 
all  taken  by  state  disciplinary  boards.  Organized  medi- 
cine — the  AMA  or  state  or  local  medical  societies  — 
does  not  have  the  power  to  revoke  or  otherwise  affect 
the  license  of  a physician.  The  only  types  of  discipli- 


nary action  a medical  society  can  take  are  expulsion 
or  suspension  from  membership,  or  censure,  which  do 
not  affect  a physician’s  ability  to  practice.  Actual  pro- 
ceedings to  revoke  or  otherwise  affect  a physician’s 
licensure  must  be  taken  by  the  medical  licensing  boards 
of  each  state. 

There  are  at  the  present  time  14  states  which 
have  enacted  legislation  making  it  mandatory  that 
physicians  report  evidence  of  professional  malpractice 
to  the  state’s  medical  disciplinary  board.  In  eight 
states,  medical  societies  are  required  to  report  instances 
of  unprofessional  conduct,  11  states  require  reporting 
by  health-care  facilities,  and  11  states  require  reporting 
by  insurers  of  malpractice  awards  or  settlements.  In 
each  of  those  states  immunity  from  civil  lawsuits  is 
granted  to  physicians,  as  well  as  others,  reporting,  in 
good  faith,  infractions. 

The  AMA  study  found  that  since  1971  the  num- 
ber of  licenses  revoked  has  risen  from  45  nationally 
to  198.  However,  one  of  the  problems  in  medical 
discipline  has  been  the  absence  of  a scale  of  discipli- 
nary measures  that  would  give  a board  the  ability  to 
impose  a penalty  other  than  license  revocation  or 
suspension. 

In  1976,  the  AMA  prepared  model  state  legis- 
lation which  created  a broad  range  of  flexible  disci- 
plinary actions,  including  outright  revocation  of  a 
physician’s  license,  suspension  or  limitation  of  licen- 
se, Submission  to  counseling  or  treatment,  supervision 
of  practice,  requiring  continuing  medical  education, 
and  censure  and  reprimand.  The  AMA  model  legisla- 
tion also  provides  for  mandatory  reporting  to  state 
boards  physicians  who  are  unqualified  because  of 
gross  or  repeated  malpractice  or  professional  incom- 
petence. This  model  bill  among  its  many  other  pro- 
visions also  provides  for  the  transfer  of  records  to 
other  agencies  such  as  the  licensing  authorities  of  other 
states  or  hospitals.  To  date,  15  states  have  enacted 
all  or  parts  of  the  AMA  model  legislation. 

“By  giving  the  licensing  boards  something  more 
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than  the  drastic  measure  of  license  revocation,”  says 
Dr.  Sammons,  “the  AMA  believes  that  more  appro- 
priate, more  effective  and  more  frequently  imposed 
discipline  will  result”. 

In  the  past  several  years,  35  states  have  enac- 
ted legislation  to  strengthen  the  licensing  and  disci- 
plinary authority  of  state  medical  practice  boards. 

Other  AMA  initiatives  include  suggested  legis- 
lation dealing  with  the  physically  and  mentally  impaired 
physician,  which  may  result  from  alcohol  or  drug  abuse 
or  deterioration  through  aging.  Thirty-one  states  have 
adopted  all  or  part  of  the  AMA  Disabled  Physician  Act. 
In  addition,  35  states  societies  have  programs  to  iden- 
tify and  help  rehabilitate  impaired  physicians. 

Another  interesting  trend  was  revealed  in  response 
to  questions  in  this  AMA  survey  about  the  make-up 
of  boards.  Lay  members  are  increasingly  found  on  Me- 
dical Disciplinary  Boards,  a trend  which  began  in  1973. 
In  1977,  27  boards  had  lay  members. 


CONFERENCE  ON  RURAL  HEALTH  FEATURES 
SPOR  TSMEDICINE  SEMINAR 

CHICAGO  — A seminar  on  Sportsmedicine  for 
Rural  High  School  Athletic  Directors  will  be  one  of 
the  features  of  the  32nd  Annual  Conference  on  Rural 
Health  scheduled  for  April  18-21  at  the  Radisson  Ho- 
tel in  St.  Paul,  Minnesota. 

Jerry  M..  Ingalls,  M.  D.,  Paris,  Illinois  surgeon 
and  specialist  in  sportsmedicine,  will  direct  the  semi- 
nar, with  assistance  from  Dennis  Aten,  head  trainer 
at  Eastern  Illinois  University  in  Charleston,  and  Ed- 
ward P.  Grogg,  M.  D.,  Chief  of  Pathology  at  the  Carle 
Clinic  in  Urbana,  Illinois. 

For  the  past  12  years,  Dr.  Ingalls  has  held  sports- 
medicine courses  for  rural  high  school  coaches  in  cen- 
tral and  southern  Illinois,  first  on  a twice-yearly  basis, 
and  now  more  frequently  by  request.  He  serves  as 
physician  to  the  Paris  High  School  teams,  both  at 
home  and  away,  often  treating  as  many  visiting  team 
injuries  as  those  of  home  players. 

In  addition  to  serving  the  medical  needs  of  the 


young  athletes,  Dr.  Ingalls  and  his  fellow  physicians 
in  Paris,  under  his  direction,  have  improved  the  health 
care  and  performance  of  the  high  school  athletes  by 
upgrading  the  sports  conditioning  programs.  When 
trends  toward  certain  types  of  injuries  have  developed, 
the  physicians  have  investigated  the  reasons  and  been 
effective  in  bringing  about  a decrease  in  the  accidents 
or  eliminating  them  altogether. 

While  Dr.  Ingalls  believes  the  coach-physician 
relationship  is  an  important  one,  he  is  careful  to  not 
interfere  with  team  activities  or  coaching.  “The  coach 
is  captain,”  he  says.  “When  a player  is  injured  in  a 
game,  I wait  for  the  coach  to  signal  me  to  become 
involved.  When  they  ask  my  advice  in  practice  or  con- 
ditioning, I give  it,  but  they  are  in  charge.”  However, 
he  feels  the  decision  as  to  the  extent  of  injury  or  illness 
and  whether  or  not  the  athlete  can  or  should  continue 
to  play  is  a vital  one  for  the  coach  supervising  young 
athletes.  All  these  young  people,  Dr.  Ingalls  says,  are 
candidates  for  injury,  and  will  pay  the  price  later  on 
for  improper  or  inadequate  medical  treatment  in  the 
developmental  stages  of  their  growth. 

Because  few  rural  schools  have  a trainer,  even 
part-time,  Dr.  Ingalls  suggests  two  avenues  of  action: 
a shared  “district”  trainer  and  the  upgrading  of  stu- 
dent trainers.  “One  trainer  could  serve  several  schools 
in  a district  if  he  could  get  the  student  trainers  eleva- 
ted beyond  the  level  of  equipment  carriers,”  he  says. 

Another  item  to  be  examined  at  the  sportsme- 
dicine seminar  of  the  Conference,  sponsored  by  the 
American  Medical  Association  and  11  health  and  me- 
dically oriented  co-sponsors,  will  be  the  status,  appro- 
priateness and  cost  of  athletic  medical  equipment. 
“The  contents  of  that  sideline  equipment  kit  can  make 
a lot  of  difference  in  the  effective  handling  of  injuries,” 
according  to  Dr.  Ingalls. 

An  important  aspect  of  sportsmedicine,  he  be- 
lieves, is  that  “you  are  not  dealing  with  a sick  per- 
son, but  a well  person.  You  don’t  put  90  percent  of  him 
or  her  out,  ofcommissionbecauselO  percent  is  injured.” 
Physicians  serving  or  coaches  directing  an  athletic  team, 
he  explains,  “are  not  there  to  keep  the  player  from  play- 
ing, but  to  get  him  or  her  back  in  the  game  as  soon  as 
possible  without  risk.” 

In  an  effort  to  help  accomplish  this,  Dr.  Ingalls 
and  Paris  sports  editor  Bud  Wittick  five  years  ago  de- 
veloped AID  (Athletics....  Injury  and  Disease),  a sports- 
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medicine  newsletter  which  the  small  Edgar  County  Me- 
dical Society  published  three  times  a year  ‘dedicated 
to  the  awareness  and  treatment  of  athletic  illnesses.” 
Although  the  effort  grew  until  publication  was  taken 
over  by  the  Illinois  State  Medical  Society,  Dr.  Ingalls 
still  edits  the  newsletter,  which  currently  reaches  more 
than  3,000  rural  high  school  coaches  in  Illinois  and 
other  states  who  have  asked  to  receive  it.  Each  issue 
covers  6 to  10  of  the  myriad  hut  commonplace  inu- 
ries  suffered  by  youthful  athletes. 

Dr.  Ingalls  says  the  rising  specter  of  liability 
suits  resulting  from  athletic  injuries'  mandates  that 
schools  be  protected  and  coaches  have  security  in  their 
efforts.  His  subject  matter  covers  girls  as  well  as  boys, 
and  men  and  women  athletic  directors  in  equal  numbers 
often  register  for  his  sportsmedicine  seminars. 

Dr.  Ingalls’  work  with  high  school  athletes  was 
featured  in  an  article  published  in  the  February,  1978 
issue  of  The  Physician  and  Sportsmedicine,  entitled 
“Small  Town  Physician  Provides  Big-Time  Care.” 

Past  president  of  the  Illinois  State  Medical  Socie- 
ty, the  46-year-old  Dr.  Ingalls  is  a graduate  of  Macalester 
College  in  St.  Paul  where  he  lettered  in  basketball,  foot- 
ball, swimming  and  golf.  He  earned  his  medical  degree 
from  Duke  University  Medical  School,  and  served  his 
residency  in  surgery  at  the  University  of  Oklahoma. 
He  is  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  American  Trauma  Society.  In 
Paris,  a community  of  10,000,  he  chaired  the  building 
committee  for  the  $650,000  YMCA  and  has  recently 
designed  a 2-1/2-mile  jogging  trail  for  the  town.  Closely 
involved  with  the  expansion  of  the  local  golf  course 
from  9 to  18  holes,  Dr.  Ingalls  is  an  ardent  supporter 
of  the  lifetime  sports  as  a natural  follow-up  to  high 
school  and  college  athletics. 

Persons  wishing  more  information  about  the 
sportsmedicine  seminar  or  desiring  a copy  of  the  entire 
program  for  the  National  Conference  on  Rural  Health 
should  contact  either  Ron  Bryant  or  Barbara  Chapman 
at  the  American  Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610.  Registration  for  all 
or  any  portion  of  the  Conference  is  $60. 

Co-sponsors  with  the  American  Medical  Associa- 
tion are  the  American  Academy  of  Family  Physicians, 
the  American  Dental  Association,  the  American  Hospital 
Association,  the  American  Medical  Association  Auxilia- 
ry, the  American  Medical  Student  Association,  the  Ame- 


rican Pharmaceutical  Association,  the  Cooperative  Ex- 
tension Service  of  the  U.  S.  Department  of  Agriculture, 
the  Farm  Foundation,  the  Minnesota  Medical  Associa- 
tion, the  National  Association  of  Counties  and  the  Na- 
tional Safety  Council. 


ARTIFICIAL  PANCREAS  MAY  AID  DIABETICS 

CHICAGO  — Researchers  are  moving  ahead  on 
perfecting  a vest  pocket  artificial  pancreas  capable  of 
normalizing  blood  glucose  levels  in  diabetics,  says  a 
report  in  the  Medical  News  section  of  the  Jan.  19  Jour- 
nal of  the  American  Medical  Association. 

Experimental  devices  now  being  developed  would 
be  carried  or  worn  by  diabetics.  Even  more  exciting, 
says  the  JAMA  report,  is  the  possibility  that  research 
now  under  way  will  result  in  a totally  implantable  arti- 
ficial pancreas,  able  to  sense  blood  glucose  levels,  com- 
pute individual  insulin  needs  and  automatically  inject 
the  hormone,  all  in  a self-contained,  miniaturized  pa- 
ckage. 

At  least  six  major  research  centers  from  Toronto 
to  New  Mexico  and  several  in  Europe  are  working  on 
some  aspect  of  the  artificial  pancreas.  The  vest  pocket 
version  of  the  device,  known  as  an  open  loop  system, 
is  receiving  the  most  attention  because  such  an  external 
system  is  within  the  range  of  current  technolog)  , the 
article  says. 

An  open  loop  artificial  pancreas  generally  includes 
a special  micropump,  an  insulin  reservoir,  a power 
source,  and  a minicomputer  preprogrammed  to  main- 
tain a steady  basal  insulin  flow  rate  as  well  as  to  pro- 
vide extra  insulin  at  mealtime.  The  flow  rate  would 
be  determined  individually  for  each  patient. 

Large  bedside  units  have  been  manufactured 
to  serve  the  latter  purpose,  as  well  as  to  inject  the 
insulin,  and  eleven  such  units  are  in  experimental  use 
in  North  America. 

“Experts  generally  concede  (although  there  is 
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some  serious  debate)  that  the  complications  associa- 
ted with  diabetes  — kidney  disease,  diabetic  retino- 
pathy (eye  problems  and  blindness),  atherosclerosis, 
and  heart  attacks  — are  a result  of  inadequate  control 


and  wild  swings  of  blood  glucose  levels,”  the  article 
says.  "If  successfully  developed,  the  artificial  pancreas 
will  provide  precise  control  of  these  levels.” 


ANUNCIO 

OFICINA  MEDICO  DISPONIBLE  ASHFORD  ME- 
DICAL BUILDING  — 593.94  p.c.,  particiones,  in- 
cluye varios  extras.  Venta  o alquiler.  Llamar:  Div. 
de  Fideicomisos,  Banco  Popular  de  Puerto  Rico  — 
Teléfono:  765-9800 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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Motrin 400 rra 

ibuprofen(Upphn 

The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


IT-  confidence  that  comes  from  experience— 
r ¡8  more  reason  to  prescribe 


Motrin  4rXjrrq 
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Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%)  This  includes  nausea*  epigastric  pain*, 
heartburn*,  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 


Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 


Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 


Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q.i.d.  Do 
not  exceed  2400  mg  per  day. 


How  Supplied 

Motrin  Tablets.  300  mg  (white) 
Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 
Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 


NDC  0009-0733-01 
NDC  0009-0733-02 

NDC  0009-0750-01 
NDC  0009-0750-02 
NDC  0009-0750-06 
NDC  0009-0750-26 


Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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Some 
people 
can’t 
see  our 
name. 


Prevent 

Blindness. 


Every  12  minutes  someone  goes 
blind.  Yet,  half  of  all  blindness  is 
needless.  Early  eye  care  for  child- 
ren can  correct  amblyopia.  Glau- 
coma can  be  arrested . . . sight  lost 
to  cataracts,  restored.  Blinding  eye 
injuries  can  be  dramatically  re- 
duced by  safety  precautions.  These 
all  add  up  to  saving  precious  sight. 
For  more  information  write: 
National  Society  for  the  Prevention 
of  Blindness,  79  Madison  Avenue, 
New  York,  NY  10016. 
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PREVENT  BUNONESS® 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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"There’s 
a significant 


decrease  in 
crater  size. 

Let’s  continue 
with  the 
Maalox.” 


antibacterial 


anti-inflammatory 


antifungal 


All  clear  in 
Malibu 


Ordinary  topical  cortico- 
roids  are  generally  not 
ommended  when  infection 
iplicates  dermatoses  * 

'it’s  why  your  patients  need 
form®-Hydrocortisone. 

Because  Vioform  pro- 
es  four- way  action  in  just 
preparation. 

Your  patients  can  be  all 
ir  in  Malibu.. .or  on  any 
:,ch...with  Vioform- 
drocortisone. 

drug  has  been  evaluated  as  possibly 
live  for  these  indications. 

:e  see  brief  prescribing  information. 

•form- Hydrocortisone 

chlorhydroxyquln  and  hydrocortisone) 
>ICATIONS 

sed  on  a review  of  this  drug  by  the  Na- 
tal Academy  of  Sciences-National  Re- 
frch  Council  and/or  other  information, 

A has  classified  the  indications  as 
lows: 

osslbly”  effective:  Contact  or  atopic 
matitis;  Impetlginlzed  eczema;  nummular 
i’.ema;  infantile  eczema;  endogenous 
onic  Infectious  dermatitis;  stasis  der- 
mitis; pyoderma;  nuchal  eczema  and 
onic  eczematoid  otitis  externa;  acne  ur- 
ita;  localized  or  disseminated  neuroder- 
titis;  lichen  simplex  chronicus;  anogenital 
iritus  (vulvae,  scroti,  ani);  folliculitis; 
bterial  dermatoses;  mycotic  dermatoses 
:h  as  tinea  (capitis,  cruris,  corporis, 
dis);  moniliasis;  intertrigo, 
al  classification  of  the  less-than-effective 
ications  requires  further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds;  le- 
sions of  the  eye;  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex, 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used. 

Usage  In  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time. 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy.  May 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests.  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  if  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate 
therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1% 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  .glycerin 
in  water;  tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a petrolatum  base;  tubes  of  20  Gm.  Lotion,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  in  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  Vz  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
of  1 ounce.  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 


Vioform- 

Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone)  A 

The  most  widely 
prescribed  form... 

20-Gm  Cream 


CIBA 


The  functional  bowel  and 

other  unexplained  G.I.  disturbances... 

1ACT-AID 

FOR  LACTOSE  INTOLERANCE 


Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handle  lactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendents  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
U.S.  alone. 


Therefore,  lactose  intolerance  should  be 
an  immediate  consideration  when  there  are  G.I. 
complaints  of  unknown  etiology. 

Suspect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 


a 
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Puerto  Rico  Distributor:  f 

Nu  tricen  tro 
Apartado  11368 

Caparra  Heights,  Puerto  Ifco  00922 
Teléfono  783-3123  / 


Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 
Probably  not.  One  packet  of  Lact-Aid'properly 
mixed  with  one  quart  of  milk  provides  sufficient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
into  the  simple  sugars,  galactose  and  glucose,  for 
easy  absorption.  Two  packets  can  effect 
quantitative  conversion. 

SugarLo  Company,  P.O.  Box  1017,  Atlantic  City,  NJ 
08404.  Write  for  literature  and  ordering  information. 


Lict-Akl 

LACTASE  ENZYME 

the  answer 
to  lactose 
intolerance 


Ingredients:  Glucose,  Lactase  enzyme  from  Saccharomyces 
(Kluyveromyces)  lactis  yeast  (4000  ONPG  units  each 
0.7  gram  packet),  food  grade  silicate  as  anti-caking  agent. 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS  S 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 

■ Convenient  b.i.d.  dosage  provides  day-and-night 
antibacterial  control 

■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  Intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps 
eliminate  reservoirs  of  infecting  organisms 

■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carinll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  Interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
i may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  Included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothromblnemia  and  methemoglobinemia.  Allergic  reac- 
■■  tlons:  Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections:  Usual  adult  dosage — 1 D,S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

V/z  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinii pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets , each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100, 
Tel-E-Dose®  packages  of  100  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole— bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored— bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

v ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 
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Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  £.  coli  or  other  urinary  pathogens  on  the 
vagirial  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  váginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra.  , ■ || 

Studies  have  shown  that  Bactrim  acts  against  Entero 
bacteriaceae  in  the  bowel  without  the  emergence  of  resi  | 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introi- 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 

While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- to  risk  ratio  of  Librium  is  a welL 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing  action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients, 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


LIBRIUM 


chlordiazepoxide  HCI/Roche 

THE  ANXIETY-SPECIFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.' 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
In  children  over  six,  limit  to  smallest  effective 
dosage  (initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extra  pyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs® 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 


onrutN  Roche  Products  Inc. 
nui/iU  ? Manati,  Puerto  Rico  00701 


in  mild  hypertension... 


ygroton®  (chlorthalidone  USP) 


ÍIEF  SUMMARY 

dications:  Hypertension,  adjunctive  therapy  in  edema 
>ntraindications:  Anuria,  hypersensitivity  to  chlorthalidone  or  other  sul- 
namide-derived  drugs, 

arnings:  Should  be  used  with  caution  in  severe  renal  disease,  impaired 
[patlc  function  or  progressive  liver  disease.  May  add  to  or  potentiate  the 
tion  of  other  antihypertensive  drugs  Sensitivity  reactions  may  occur  in 
iitients  with  a history  of  allergy  or  bronchial  asthma  There  is  a possibility  of 
lacerbation  or  activation  of  systemic  lupus  erythematosus  with  thiazides, 
pich  are  related  to  chlorthalidone.  This  has  not  been  reported  with 
ilorthalidone.  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
ood  Use  in  pregnant  women  requires  that  the  anticipated  benefits  of  the 
lug  be  weighed  against  possible  hazards  to  the  fetus  These  hazards 
elude  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other 
Iverse  reactions  which  have  occurred  in  the  adult  In  nursing  mothers, 
azides  cross  the  placental  barrier  and  appear  in  breast  milk  If  use  of  the 
ug  is  essential,  the  patient  should  stop  nursing 
ecautions:  Periodic  determination  of  serum  electrolytes  to  detect 
issible  electrolyte  imbalance  should  be  performed  at  appropriate 
ervals  All  patients  receiving  chlorthalidone  should  be  observed  for 
nical  signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia, 
pochloremic  alkalosis,  and  hypokalemia  Serum  and  urine  electrolyte 
¡terminations  are  particularly  important  when  the  patient  is  vomiting 
Icessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may 
bo  influence  serum  electrolytes.  Hypokalemia  may  develop  with 
ilorthalidone  as  with  any  other  potent  diuretic,  especially  with  brisk 
jresis.  when  severe  cirrhosis  is  present,  or  during  concomitant  use  of 
irticosteroids  or  ACTH  Interference  with  adequate  oral  electrolyte  intake 
II  also  contribute  to  hypokalemia  Digitalis  therapy  may  exaggerate 
stabolic  effects  of  hypokalemia  especially  with  reference  to  myocardial 
■tivity.  Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
iecific  treatment  except  under  extraordinary  circumstances  (as  in  liver 
sease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
itients  in  hot  weather  Hyperuricemia 
ay  occur  or  gout  be  precipitated  in 
•rtain  patients.  Insulin  requirements 
diabetic  patients  may  be  increased, 
icreased,  or  unchanged 
id  latent  diabetes  mellitus 
ay  become  manifest 
ilorthalidone  and  related 
ugs  may  increase  the  respon- 
reness  to  tubocurarine.  The  anti- 
pertensive  effects  of  the  drug  may  be 
ihanced  in  the  postsympathectomy  patient, 
ilorthalidone  and  related  drugs  may  decrease 
lerial  responsiveness  to  norepinephrine.  If 
ogressive  renal  Impairment  becomes  evident,  as  indicated 
a rising  nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful 
appraisal  of  therapy  is  necessary  with  consideration  given  to 
thholding  or  discontinuing  diuretic  therapy.  Chlorthalidone  and  related 
ugs  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
iverse  Reactions:  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping, 
arrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice), 
increatitis;  dizziness,  vertigo,  paresthesias,  headache,  xanthopsia, 
jkopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia;  purpura, 
lotosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis) 
jtaneous  vasculitis),  Lyell's  syndrome  (toxic  epidermal 
icrolysis).  Orthostatic  hypotension  may  occur  and 
ay  be  aggravated  by  alcohol,  barbiturates  or  narcotics, 
her  adverse  reactions  include  hyperglycemia, 

/cosuria.  hyperuricemia,  muscle  spasm,  weakness, 
stlessness.  impotence  Whenever  adverse  reactions  are 
oderate  or  severe,  chlorthalidone  dosage  should  be  reduced 
therapy  withdrawn, 
tual  Dose:  One  tablet  daily. 

>w  Supplied:  Tablets— 100  mg.  (white,  scored),  50  mg.  (aqua) 
mg.  (peach)  in  bottles  of  1 00  and  1 000;  unit-dose  blister  packs,  boxes 
100(10x  10  strips).  Also,  100  mg.  and  50mg  in  PAKS of  28  tablets, 
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Starting  today 

Anew  way  to  strike  a 
favorable  balance 
between  benefit  and  risk 

Antihypertensive  effectiveness 
demonstrated  in  a six-site  multiclinic 
double-blind  study 1 

Favorable  Risk/Benefit  Balance 

• Mean  potassium  values  remained  within  normal  range 

• No  clinically  significant  hypokalemia,  hyperuricemia,  or 
hyperglycemia  reported'!' 

Well-documented  Benefits 

• Significant  lowering  of  systolic  and  diastolic  pressure 

• 24-hour  natriuretic  activity,  convenient  once-a-day  dosage 

Multiclinic  study  involved  1 12  patients  in  New  Orleans.  LA.  Denver.  CO. 

Nassau,  Bahamas.  Madison,  Wl,  Paterson.  NJ;  East  Meadow,  NY  Data  on 
file.  USV  Laboratories  Inc. 

rWith  thiazide  and  thiazide-like  diuretics,  it  is  possible  to 
develop  certainelectrolyte  imbalances  including 
hypokalemia/ hyperuricemia  and  hyperglycemia. 


At  / 


New  Low-dose 


Hygroton  25E, 

(chlorthalidone  USP) 


MUSV 

¿ASOfíATOfí/ES 


USV  Laboratories  Inc. 
Manatí,  PR  00701 


Blocks  sodium 
retention  longer 


In  pediatric  infections 


r 

Each  teaspoonful  VHP (5  ml)  contains: 

40  mg  trimethoprim  and  200  mg  sulfamethoxazole 

Suspension  B.LD 


In  acute 
ititis  media 

eptra  Suspension  provides  effec- 
ve  antibacterial  action  against 
usceptible  strains  of  H influenzae 
nd  S pneumoniae  (D  pneumoniae), 
lie  pathogens  most  likely  to  cause 
¡cute  otitis  media  in  children. 

Septra  Suspension  is  useful  in 
nany  patients,  but  especially  in 
|iose  with  penicillin  allergy  or  with 
lifections  caused  by  ampicillin- 
i?sistant  H influenzae.  Limited  clini- 
al  data  are  presently  available  on 
íe  effectiveness  of  treatment  of 
cute  otitis  media  with  Septra  when 
lie  infection  is  due  to  H influenzae 
bsistant  to  ampicillin.  However,  [n 
itro  data  is  highly  favorable;  when 
yer  200  strains  of  ampicillin-resis- 
int  H influenzae  were  tested,  all 
roved  susceptible  to  TMP/SMX.* 

And  unlike  most  other  antibac- 
iirials  for  the  treatment  of  acute 
titis  media,  Septra  Suspension  is 
dministered  on  a convenient  b.i.d. 
osage  schedule.  The  cherry- 
avored  suspension  is  well 
ccepted  by  children. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  recurrent 
urinary  tract 
infections 


Septra  Suspension  provides  effec- 
tive antibacterial  action  in  urine  and 
blood  against  susceptible  strains  of 
E coij,  Klebsiella-Enterobacter  and 
Proteus.  Whether  the  infection 
centers  in  the  kidneys  or  bladder, 
Septra  Suspension  maintains  effec- 
tive levels  at  the  site  of  the  infection 
with  just  two  doses  a day. 

Adequate  fluid  intake  should  be 
maintained  and  frequent  urinalyses 
with  careful  microscopic  examina- 
tion performed  during  Septra  ther- 
apy. Septra  is  contraindicated  in 
infants  under  two  months  of  age. 
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Recommended 

(ml /min) 
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Half  of  the  usual 
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dosage  regimen 

Below  1 5 

Use  Not  Recommended 
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16 

2 (10  ml) 
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2 (or  1 DS  tablet) 
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THE  PSEUDOVENTRICULAR  TACHYCARDIAS  IN 
THE  WOLFF  PARKINSON  WHITE  SYNDROME 

Charles  D.  Johnson,  MD 


Abstract:  Pseudoventricular  tachycardias  occur- 
ring in  five  patients  with  the  Wolff-Parkinson- 
White  syndrome  are  presented,  and  various 
features  including  diagnosis,  pathogenesis,  com- 
plications and  therapy  of  this  interesting  and 
perilous  member  of  the  preexcitation  syndromes 
are  discussed. 

The  following  alarming  bizarre  electro- 
cardiograms (ECG)  from  five  different  patients 
are  offered  for  analysis  anddiagnosis.  (Figures  1, 
2 and  5). 

Patient  1,  Figure  1,  was  a 35-year-old  male  who 
presented  to  the  emergency  room  with  substernal 
chest  pain,  dizziness,  vomiting,  cold  sweating,  loss  of 
consciousness,  absent  pulse  and  blood  pressure  (BP), 
rales,  a heart  rate  of  240  and  a slight  rise  in  serum 
enzymes,  and  was  regarded  then  and  later  by  some 
as  having  had  a myocardial  infarction  (MI)  - never 
proven.  Therapy  consisted  of  morphine,  and  intrave- 
nous (IV)  metaraminol  and  procaine  amide.  The  ven- 
tricular rate  (VR)  slowed  initially  to  167/minute  with 
a wide  QRS  complex,  before  conversion.  The  ECG 
shows  broad  bizarre  QRS  complexes  with  an  average 
rate  of  270  and  a maximal  rate  of  300  per  minute. 
There  is  a semblance  of  regularity,  and  in  general, 
a concordant  upward  QRS  pattern  is  seen  in  the  pre- 
cordial leads.  The  last  beat  in  lead  111  is  similar  to  the 
preexcitation  complex  in  the  same  lead  of  the  basic 
rhythm.  This  may  represent  atrial  fibrillation  (Af) 
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with  rapid  atrioventricular  (AV)  conduction  via  an 
accessory  pathway  (AP),  the  pseudoventricular  tachy- 
cardia (pVT)  of  the  Wolff-Parkinson-White  (WPW) 
syndrome.  Figure  3 shows  an  ECG  and  Frank  vector- 
cardiogram (VCG)  done  subsequently  which  reveal 
huge  delta  waves  (measuring  approximately  70  msec) 
oriented  anteriorly,  superiorly  and  leftwardly,  and 
prominent  QS  or  Qr  complexes  in  leads  11,  111  and 
aVF,  mimicking  inferior  MI.  A trial  of  atropine  and 
procaine  amide  did  not  eliminate  the  delta  wave.  He 
has  been  maintained  on  digoxin. 

Patient  2,  Figure  1,  was  a 38-year-old  male  who 
presented  with  palpitations  and  severe  chest  pain,  and 
a past  history  of  brief  palpitations,  mild  precordial 
pains  and  being  regarded  as  a psychiatric  problem.  One 
attack  of  tachycardia  occurred  17  years  prior  while 
in  the  Marines.  The  BP  was  normal.  Treatment  consis- 
ted of  carotid  sinus  pressure  (CSP),  Valsalva  manuever, 
metaraminol,  procaine  amide  and  lanatoside  C IV, 
converting  to  normal  sinus  rhythm  (NSR).  Serum  tran- 
saminase was  80  units.  This  lead  2 strip  shows  Af  with 
a variable  VR  or  response,  average  170,  maximal  277 
per  minute,  and  broad  QRS  complexes.  The  three  other 
beats  may  represent  2 normal  and  1 fusion  beat  (FB). 
The  ECG  and  VCG,  Figure  4,  show  a Type  B pattern, 
with  large  QS  complexes  in  leads  111  and  aVF.  The 
delta  vector  is  oriented  posteriorly,  superiorly  and  left- 
wardly. He  was  maintained  on  procaine  amide. 

Patient  3,  Figure  2,  was  a 31-year-old  female 
bartender  and  smoker  with  the  onset  of  palpitations, 
dizziness,  dyspnea  and  precordial  pain  who  was  given 
a white  heart  pill  by  a friend,  with  an  increase  of  symp- 
toms and  loss  of  consciousness.  Coarse  Af  or  atrial 
flutter  (AF)/Af  is  seen  with  a variable,  irregular  VR, 
average  of  180  and  maximum  of  240;  the  frontal  axis 
is  plus  45  degrees.  Conversion  ooccurred  with  hydro- 
xyzine. The  ECG,  Figure  4,  shows  a Type  B pattern. 
She  was  discharged  on  quinidine. 
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Patient  2.  eCG 


Figure  1 - See  text. 


Patient  4,  Figure  2,  was  a 32-year-old  male  cons- 
truction worker  who  developed  sudden  palpitations, 
dyspnea,  arm  and  chest  pain.  There  was  a history  of  5 
previous  attacks  of  palpitations,  dyspnea,  dizziness, 
nausea  and  vomiting,  beginning  at  age  22  years.  He 
had  been  told  elsewhere  that  he  had  ventricular  tachy- 
cardia (VT)  and  a “relay  switch”  in  the  heart.  Good 
femoral  pulses  and  a normal  BP  were  found,  and  the 
tachycardia  was  tolerated  well.  Af  with  bizarre  broad 
QRS  complexes  at  a variable  rate,  approximately  225, 
with  a maximal  rate  of  312,  was  observed.  Lead  Vj 
shows  tall  upright  QRS  complexes,  which  were  also 
mainly  upright  in  V 2-5'  t^ie  ax*s  was  P^us  220  degrees; 
the  third  complex  in  Vj  is  similar  to  the  basic  Vj 


beat.  Following  treatment  with  diazepam,  vagal  ma- 
nuevers,  metaraminol,  50  mg  lidocaine  and  lanato- 
side  C IV,  conversion  to  NSR  ensued  the  following 
morning.  The  ECG  and  VCG,  Figure  4,  shows  a Type 
A WPW  pattern  with  a large  delta  wave  (40  msec) 
oriented  anteriorly  and  leftwardly. 

Patient  5,  Figure  5,  was  a 15-year-old  male  who 
presented  with  palpitations,  dizziness,  chest  discom- 
fort, cold  sweating  and  an  empty  sensation  in  the  subs- 
ternal  region.  He  was  fairly  comfortable  and  had  a nor- 
mal pulse  character  and  BP.  CSP,  diazepam,  metara- 
minol drip  and  digoxin  IV  were  administered  without 
effect.  After  admission,  he  converted  to  NSR  (100/ 
min)  on  administration  of  procaine  amide  IV,  100  mg 
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Figure  2 - See  text. 


every  2 minutes  x 3.  He  was  maintained  on  procaine 
amide  orally,  but  this  was  later  discontinued  and  he 
has  suffered  no  further  attacks  after  almost  3 years. 
The  upper  3 rows  of  the  ECG  reveal  Af  with  an  irre- 
gular VR,  average  rate  233/min.,  maximal  340,  with 
an  appearance  of  normal  width  QRS  complexes  in 
leads  11,  aVF  and  Vj  (but  these  are  broad  when  the 
q or  r waves  are  included).  The  lower  2 rows  reveal 
variably  broad  QRS  complexes  with  delta  waves,  and 
differing  configurations  of  the  beats  in  Vj  strips,  with 
a maximal  rate  of  352.  Occasional  upright  normal 
QRS  complexes  are  noted  in  the  lead  11  strips,  pro- 
bably representing  normal  AV  junction  (AVJ)  conduc- 
tion; the  lower  lead  1 strip  shows  probably  a normal 
beat  and  a Fb.  Figure  6 shows  a Type  B or  AB  pat- 
tern with  a leftward,  superior  delta  wave. 

Comments 

Patient  1 presented  dramatically  with  a loss 


of  consciousness,  shock  and  a dangerously  rapid 
VR  of  300  per  minute,  as  an  acute  MI.  The  ta- 
chyarrythmia could  be  an  antidromic  RT,  AF 
with  1:1  AP  conduction,  a RT  with  reentry  in 
the  AV  node  or  atrium  plus  AP  preexcitation. 
RT  via  a fasciculoventricular  or  nodoventricular 
(Mahaim)  connection  or  VT  with  a 1:1  A-V  rela- 
tion over  an  AP,  but  most  likely  represents  Af 
with  rapid  AP  transmission.  A Type  A pattern 
is  present  with  positive  QRS  complexes  and  del- 
ta waves  in  Vi  and  V2.  The  giant  delta  waves 
and  clockwise  frontal  loop  mimic  a huge  inferior 
ML  No  further  such  episodes  have  been  docu- 
mented and  the  ECG’s  remain  the  same.  Further 
efforts  to  convert  to  normal  conduction  should 
be  made. 

Patient  2 was  an  adult  male  with  a poste- 
rior entrance  Type  B pattern  who  had  had  one 
attack  of  tachycardia  years  prior  (Marines!),  and 
as  occasionally  experienced  in  the  WPW  syn- 
drome was  regarded  as  a psychiatric  patient  (25 
percent  with  psychiatric  problems).  The  IV  pro- 
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Figure  3-  See  text. 


caine  amide  was  probably  the  effective  therapy. 
There  were  negative  delta  waves  in  lead  11  and 
intermittent  total  or  partial  QRS  normalization; 
the  subsequent  ECG  mimicked  an  inferior  MI. 

Patient  3,  a woman,  lost  consciousness  and 
had  coarse  Af  or  AF-Af,  with  occasional  evident 
delta  waves,  probably  precipitated  by  a digitalis 
preparation  and  responding  to  a tranquilizer. 
The  QRS  morphology,  an  anterior  entrance  Ty- 
pe B pattern,  was  similar  during  the  tachycardia 
as  on  the  post-conversion  tracing. 

Patient  4,  a young  male  with  Type  A pre- 
excitation, had  suffered  recurrent  attacks  of  pal- 
pitations, dyspnea,  dizziness,  nausea  and  vomit- 
ing over  a 10-year  period,  believed  due  to  VT. 
The  ECG  revealed  huge  bizarre  QRS  complexes 
of  right  bundle  branch  block-type  in  (mono- 
phasic  R waves  in  V-1.3;  R/S  complexes  in  Vgg) 


and  a peculiar  “northwest”  axis  of  200  degrees. 
Another  ECG  done  3 days  after  admission  dur- 
ing sinus  rhythm  showed  different  large  peaked 
T waves. 

Patient  5 was  a teenage  male  student  with  a 
posterior  entrance  Type  B pattern  illustrating 
classical  pVT,  presenting  with  palpitations,  dizzi- 
ness, chest  discomfort,  a normal  pulse  character 
and  BP  and  an  extremely  fast  VR  of  352,  maxi- 
mal. The  ECG  resembled  VT  but  for  the  irregu- 
larity, delta  waves,  variable  width  complexes  (in- 
frequently normal  beats)  and  very  rapid  rate; 
the  Vi  morphologies  differ;  the  QRS  complexes 
superficially  appear  narrower  in  leads  11  and 
aVF  than  in  lead  1.  Response  to  IV  procaine 
amide  v .0  realized  after  failure  of  other  means. 
The  subsequent  ECG  shows  a pseudoinferior  MI. 
Gratifyingly,  he  has  suffered  no  further  attacks 
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Figure  4. 

in  spite  of  no  prophylactic  therapy. 

All  five  of  these  patients,  ages  15-38  years 
demonstrated  the  classical  features  of  pVT  (vide 
infra).  Three  other  patients  (not  described)  have 
also  been  observed:  1)  a 19-year-old  male  with  a 
Type  B patterna  and  Af,  who  received  psychia- 
tric therapy  as  a child.  2)  a 46-year-old  male 
with  perhaps  a Type  AB  pattern  with  Af,  VR 
up  to  323,  who  received  defibrillation;  and  3) 
a 51-year-old  male  (the  oldest  patient  in  the 
entire  group)  with  a Type  A pattern,  rate  about 
300,  and  runs  of  essentially  regular,  wide  tachy- 
cardia (a  suggestive  P wave  preceeds  the  first 
beat  of  a group)  perhaps  falling  into  the  cate- 
gory of  regular  wide  complex  tachycardias. 

Discussion 

Forty  to  80  percent  of  patients  with  the 


See  text. 

WPW  syndrome  experience  tachyarrythmias, 
the  majority  of  which  are  supraventricular  and 
usually  manifest  as  rapid  regular  rhythms  of 
normal  width  QRS  complexes,  previously  called 
paroxysmal  supraventricular  (SVT)  or  atrial 
tachycardia  (PAT),  and  more  recently  circus 

movement,  reciprocating  or  reentry  tachycardia 
(RT).  These  are  believed  to  result  from  ante- 
grade conduction  via  the  AVJ  and  unidirectional 
retrograde  conduction  via  specialized  AP  bypas- 
ses, such  as  the  Kent  bundle  (1-15).  In  about 
15  percent  of  tachyarrythmias,  and  particular- 
ly in  the  presence  of  Af  (which  is  prone  to  de- 
velop) or  AF,  the  impulses  block  in  the  AVJ 


39 


Volumen  71 
Núm.  2 


Charles  D.  Johnson,  MD 


Figure  5 - See  text. 


and  travel  antegradely  partially  or  totally  via 
the  AP  and  perhaps  retrogradely  via  the  AVJ, 
demonstrating  FB’s  or  typically  broad  bizarre 
QRS  complexes  mimicking  VT,  referred  to  as 
“pVT”  (1,  2,  4,  5,  8-12,  14, 16-25). 

pVT  has  been  recognized  for  a number  of 
years  and  more  recently  emphasized  by  Lan- 
gendorf,  Hermann,  Marriott  and  others  (16-21). 
However,  this  interesting  arrythmia  continues 
to  present  diagnostic  problems,  particularly 
in  its  differentiation  from  its  close  mimic, 
true  VT,  even  to  the  point  of  being  mistaking- 
ly  published  as  such.  Of  16  published  cases, 
Newman  et  al  (1)  could  accept  only  3 possible 
cases,  none  unequivocally,  of  VT  existing  with 
the  WPW  syndrome,  while  Marriott  (20)  felt 
that  perhaps  he  had  a case  along  with  one  pre- 
viously acceptable  case,  that  of  Cooke  et  al 
(26)  (their  Figure  2),  while  Chung  (5)  notes 
that  he  was  unable  to  find  a single  unequivocal 
case  of  such  (75,  76).  These  5 illustrative  cases 
of  pVT,  drawn  from  a large  group  of  WPW  pa- 
tients, reveal  classical  features  of  this  entity. 


Description  (11,  16-25) 

Palpitations,  chest  pain,  giddiness,  dizzi- 
ness, visual  disturbances,  vomiting,  weakness 
and  syncope  may  be  the  presenting  symptoms, 
perhaps  in  an  otherwise  healthy  young  male. 
The  general  state  may  be  good,  with  a palpable 
pulse  and  fairly  well  maintained  BP,  but  one 
of  my  patients  and  others  (18,  19)  have  pre- 
sented in  shock. 

The  diagnostic  electrocardiographic  fea- 
tures are  a turbilent  tachycardia  showing  large, 

broad  bizarre  QRS  complexes  at  an  excep- 
tionally fast  rate  - over  240  up  to  360,  when 
the  refractory  period  (RP)  of  the  AP  is  very 
short,  less  than  220  msec  (occasionally  the  RP 
of  the  AP  is  long  with  a relatively  slow  VR- 
less  than  210)  (9,  27),  usually  grossly  irregular 
with  a variable  VR;  transitional  forms  of  waxing 
and  waning  QRS’s  and  FB’s  and  occasional 
interspered  runs  of  normal  beats  on  the  same 
ECG  strip  (depressed  AP  conduction),  pseudo- 
bigeminy,  trigeminy  and  polygeminy  (16); 
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Figure  6.  Patient  5-  ECG 
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concertina  beats,  beat-to-beat  alterations  and 
different  QRS  configurations  during  different 
paroxysms  of  rapid  heart  action;  paroxysmal 
Af,  AF  and  PAT  may  alternate.  Af  can  be 
transmitted  via  the  AVJ  giving  normal  QRS’s 
(25).  P waves  are  not  usually  evident  unless 
“SVT”  conducting  antegradely  via  the  AP 
places  P’s  on  the  broad  QRS’s,  but  f or  F waves 
may  be  visible  in  the  longer  R-R  intervals.  The 
atrial  pacemaker  may  shift.  Delta  waves  may 
be  seen  as  slurred  initial  QRS  components  which 
must  be  distinguished  from  T waves  buttressing 
the  ensuing  QRS.  A marked  left  axis  deviation 
may  accompany  the  tendency  to  QRS  widening 
as  the  tachycardia  develops,  especially  notice- 
able in  lead  11.  A concordant  positive,  dominant 
monophasic  R wave  pattern  is  sometimes  seen 
(my  Case  1),  otherwise  suggestive  of  VT.  pVT 
may  be  resistant  to  digitalis  and  an  increase 
in  the  VR  following  such  has  been  regarded  as 
a diagnostic  test  for  the  WPW  and  related  syn- 
dromes (6,  8).  Tachycardia  beats  similar  to  other 
preexcitation  beats  may  be  diagnostically  help- 
ful. In  fact,  this  rhythm  should  be  regarded  as 


the  likeliest  mechanism  in  a patient  known  to 
have  a WPW  syndrome  even  though  the  com- 
plexes during  the  tachycardia  differ  from  the 
patient’s  usual  preexcitation  pattern  (20).  Ven- 
tricular activation  occurs  before  the  H poten- 
tial (H  after  onset).  (24) 

Watanabe  & Dreifus  (25)  divided  this  ge- 
neral group  into  two:  a)  an  uncommon  type,  a 
reverse  circus  movement  with  activation  of  the 
ventricles  entirely  via  an  AP  and  reexcitation 
of  atria  via  the  AVJ  and/or  additional  AP,  ma- 
nifesting as  a widened  QRS  tachycardia  (a  P 
wave  may  not  be  identifiable  but  electrophy- 
siological  studies  define  an  “a”  wave),  regular 
as  if  associated  with  PAT,  and  involving  both 
the  atria  and  ventricles  as  does  SVT  (both 
called  WPW  Tachycardia);  * and  b)  Af  and 
AF,  involving  predominantly  AP  conduction, 

* This  appears  to  be  what  Gallagher  et  al  call  Anti- 
dromic RT”  which  is  manifested  with  1:1  AV  con- 
duction regularity  and  wide  QRS  complexes  at  a rate 
of  150’-240  per  minute.  (73) 
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manifesting  as  rapid,  irregular,  bizarre  wide 
QRS  complexes;  the  authors  emphasize  that 
this  is  not  due  to  a circus  movement  as  in  the 
WPW  Tachycardia;  the  attacks  can  be  termina- 
ted by  premature  electrical  stimulation  of  the 
atria.  That  Af  and  AF  were  due  to  stimulation 
during  the  atrial  vulnerable  period  and  not  to 
a reciprocating  mechanism  involving  two  se- 
parate anatomic  AV  communications,  supports 
this  division  (27).  Enhanced  AV  nodal  plus 
Mahaim  tract  conduction  can  also  produce  a 
rapid,  irregular  rhythm. 

Pathogenesis 

The  RP  of  the  AP  is  variable  (200-600 
msec),  lacking  the  physiological  protective 
refractoriness  during  tachycardia,  and  is  not 
susceptible  to  the  effects  of  vagal  maneuvers 
or  digitalis,  allowing  a rapid  conduction  po- 
tential (11,  24,  25,  27-31).  Yet  2:1  Mobitz  11, 
complete  heart  block  and  rarely  Wenckebach 
block  may  occur  in  the  AP  (14,  29,  30).  A 
blocked  atrial  premature  beat  in  the  AVJ  may 
set-up  a re-entrant  loop  via  the  AP,  although 
the  rapid  VR  may  be  attributable  to  rapid 
direct  bombardment  of  the  bypass  tract  (25, 
27,  33).  Dual  pathways  with  discrepancies 
in  RP’s  and  velocities  of  conduction,  etc.  may 
provide  the  underlying  environment  for  an 
atrial  or  ventricular  extrasystole  (PVC)  or 
rapidly  returning  echo  beat  via  the  AP  to  the 
atria,  causing  depolarization  at  the  end  of  their 
refractory,  vulnerable,  out-of-phase  period  (a- 
trial  diastole),  precipitating  Af  or  AF  (6,  22, 
25,  32,  34).  A PVC  transmitted  retrogradely 
via  the  AP  can  collide  with  a sinus  impulse 
and  cause  nonuniform  depolarization  of  the 
atria.  RT  may  deteriorate  into  Af.  Atrial  stretch 
and  hypoxia  may  be  other  factors  (23).  Con- 
duction and  refractoriness  of  the  atria,  ventri- 
cles, normal  and  accessory  pathways,  both  ante- 
gradely  and  retrogradely,  play  important  roles 
in  initiation  and  sustainment.  Concealed  con- 
duction in  the  AVJ  or  AP  can  cause  an  R-R 
interval  in  excess  of  the  corresponding  RP, 
although  the  shortest  R-R  interval  in  Af  usually 
corresponds  to  the  effective  RP;  (22,  25,  30) 
or  when  present  in  the  AVJ  it  favors  AP  usage 


for  an  atrial  or  ventricular  premature  beat  (11). 
Transmission  via  the  AP  may  induce  retrograde 
concealment  of  the  normal  pathway  making 
it  refractory  to  further  antegrade  conduction 
(reciprocal  cancellation  or  interference)  and 
maintaining  bizarre  complexes  consisting  en- 
tirely of  delta  waves  (24,  35).  Retrograde  ven- 
triculo-atrial (V-A)  conduction  may  be  shorter 
than  AV  conduction  (10/11  cases  of  Wellens 
(30)  and  56  percent  of  Narula’s  cases  (36, 
9);  and  too,  the  AP  may  be  concealed  permit- 
ting only  retrograde  conduction  (34,  36,  37). 
Dreifus  et  al  (22)  found  the  syndrome  associa- 
ted with  the  sick  sinus  and  tachycardia-brady- 
cardia syndromes  in  which  there  were  sinus 
nodal  and  intraatrial  disease  from  widespread 
destruction  and  marked  increase  in  connective 
tissue  fibers.  Four  of  33  patients  developed 
ventricular  fibrillation  (Vf)  or  functional  car- 
diac arrest. 

Complications 

If  the  RP  of  the  AP  is  very  short,  syn- 
cope, Vf  and  sudden  death  (SD)  can  rarely 
eventuate  (perhaps  due  to  the  Vf)  (38,  39). 
The  Vf  may  be  induced  by  cardiac  disease, 
inhomogenous  conduction  in  the  ventricles, 
an  atrial  or  ventricular  impulse  invading  the 
ventricles  via  the  AP  during  their  vulnerable 
period  causing  uncoupling  and  nonuniform 
recovery,  R-on-T  phenomenon,  or  to  reversed 
conduction  of  an  impulse  such  as  a PVC  to  the 
atria  by  one  path  and  reentry  to  the  ventricles 
over  another,  leading  to  activation  of  the  ven- 
tricles during  their  supernormal  phase  (21,  22, 
25,  39).  Okel  (40)  found  16  cases  of  SD  from 
the  literature,  ages  16  days  to  62  years,  and 
reported  another  case;  Dreifus  added  4 cases. 
Af  with  rapid  AVJ  conduction  can  also  be 
life-threatening  (25,  41). 

Differential  Diagnosis 

Differentiation  of  pVT  from  VT  may 
have  practical  and  therapeutic  implications, 
because  the  1)  prognosis  and  seriousness  of 
the  two  may  differ,  and  2)  the  therapeutic 
approach,  effectiveness  and  safety  may  differ. 
Intermittent  end-diastolic  premature  beats  may 


Bol.  Asoc.  Méd.  P.  Rico 
Febrero  1979 


Pseudoventricular  Tachycardias  Wolff-Parkinson-White  Syndrome 


42 


give  the  impression  of  preexcitation  beats  (25). 
Concertina  beats  may  simulate  FB’s  at  the  onset 
and  end  of  VT.  pVT  can  mimic  Vf  (pseudo 
VF)  (13,  18,  22,  25).  The  WPW  syndrome  may 
be  associated  with  mitral  valve  prolapse,  coro- 
nary artery,  congenital  and  rheumatic  heart 
disease,  and  AF  and  Af  may  persist  due  to  co- 
existing atrial  disease  (11,  25,  27,  38).  Rate- 
dependent  (incomplete  recovery),  phase  3 
aberration  may  produce  a different  QRS  con- 
figuration, (22,  37,  42,  43)  or  a preexistant 
bundle  branch  block  pattern  with  a faster  rate 
may  cause  diagnostic  problems. 

AF  in  the  WPW  syndrome  is  infrequent 
to  rare  (4  percent)  and  may  manifest  as  a 
regular  rhythm  consisting  entirely  of  a delta 
wave,  or  FB,  and  such  is  suggested  if  the  rate 
is  300  or  more  (5,  44). 

AF  with  1:1  AV  conduction  is  rare,  only 
about  60  cases  being  reported  prior  to  1971. 
Finkelstein  et  al  (11,  45)  depicted  the  typical 
presentation  as:  a shock-like  state  with  or  with- 
out organic  heart  disease  and  a fast  VR  (225- 
370)  developing  suddenly,  appearing  regular, 
induced  spontaneously,  or  by  excitement,  phy- 
sical exertion  or  drugs;  CSP  is  usually  ineffec- 
tive; the  QRS  widening  is  due  to  phase  3 aber- 
ration or  a preexisting  bundle  branch  block, 
disappearing  with  sinus  rhythm;  ECG’s  before, 
during  and  after  therapy  are  necessary  for  diag- 
nosis; IV  digitalis  was  the  drug  of  choice,  or  oc- 
casionally quinidine  and  procaine  amide  were 
helpful;  DC  cardioversion  would  be  the  present 
likely  choice  (44).  Duvernoy  (46)  observed  10 
cases  including  4 with  a WPW  pattern  in  the  rest- 
ing ECG,  and  a 12-year-old  boy  with  chest  pain 
and  a VR  of  290  who  subsequently  died  sud- 
denly. Others  have  performed  electrophysiolo- 
gic  studies  on  such  a patient  with  acute  heart 
failure  and  later  SD  but  without  basic  QRS 
complex  widening  (47).  These  authors  sur- 
mised that  the  rapid  VR  may  represent  inter- 
mittent operation  of  an  accessory  atrio-His 
pathway  (partial  AV  nodal  bypass  with  a shorter 


RP  than  the  AV  node  or  an  AV  node  with  an  un- 
usual capacity  for  rapid  conduction)  - represen- 
ting AP  conduction.  However,  1:1  conduction 
over  the  AP  is  regular  and  wide,  as  is  VT  with 
AP  conduction. 


Therapeutic  Management 

Therapy  may  eventually  assume  a trial 
exercise  demanding  all  available  antiarrythmic 
drugs  and  other  therapeutic  modes,  singly  or  in 
combinations.  However,  ideally  one  would 
attempt  to  apply  antiarrythmic  agents  based 
upon  their  pharmacological  actions.  The  aim 
is  to  change  the  conduction  time  in  the  normal 
and  AP  (equalize  refractoriness)  and  to  prevent 
premature  ectopy  so  that  reentry  becomes  im- 
possible. A depressant  drug  can  predispose  to 
unidirectional  block  in  either  pathway  and  thus 
potentiate  reentry  (48).  The  acute  (IV)  and 
chronic  oral  effects  of  drugs  may  differ,  as  does 
the  action  on  A-V  and  V-A  conduction.  Spon- 
taneous conversion  can  occur. 

Acute.  Two  basic  rhythm  types  exist.  RT 
is  the  common,  normal-width  QRS  tachycardia 
in  which  CSP,  Valsalva  maneuver,  edropho- 
nium, phenylephrine,  propranolol  or  digitalis  * 
are  indicated,  because  they  lengthen  AVJ  RP 
(15,  48-52).  Verapamil  also  acts  on  the  AVJ 
on  the  slow  response  mediated  through  the 
calcium/sodium  channels  (53).  The  other, 
Af  and  AF  with  fast  VR’s,  demands  drugs 
which  lengthen  the  RP  of  the  AP,  the  main 
factor  among  others  determining  the  VR  (27). 
Quinidine  and  procaine  amide  are  such  drugs, 

* - Certain  authorities  would  avoid  digitalis  (might 

convert  RT  to  Af)  (73,76).  At  times  digitalis  converts  Af 
to  sinus  rhythm,  or  may  prevent  Af.  It  is  avoided  if  the 
R-R  interval  is  less  than  300  msec,  and  given  only  to 
those  with  Af  who  are  already  on  digitalis  and  not  at 
risk  for  Vf  (73). 
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and  they  prolong  the  RP  in  the  atria  and  ven- 
tricles as  well  as  in  the  AP  where  conduction 
may  be  slowed  or  blocked  both  antegradely 
and  retrogradely  (33,  54,  55).  Procaine  amide 
may  be  administered  IV,  100  mg  q.  5 minutes 
to  a total  of  1 gram,  or  until  the  tachycardia 
is  terminated  or  side  effects  develop,  under 
constant  ECG  monitoring  and  BP  recording 
(even  these  drugs  may  be  ineffective  for  rapid 
AV  transmission).  Lidocaine  may  be  effective 
in  pVT  by  abolishing  antegrade  AP  conduction 
(has  an  immediate,  short-lived  effect),  inducing 
conversion  or  slowing  the  VR,  allowing  time  for 
drugs  or  elective  cardioversion  (48,  56,  57). 
Ajmaline  IV,  an  alkaloid  of  Rauwolfia,  can 
cause  preexcitation  to  disappear  (14,  27,  55, 
58,  59).  Aprindine  (Fibocil),  a new  antiarryth- 
mic  drug,  is  a tertiary  amine  structurally  similar 
to  procaine  amide  and  lidocaine,  and  has  elec- 
trophysiological  properties  similar  to  quinidine. 
It  increases  refractoriness  and  slows  conduction 
in  the  AVJ,  AP,  atria  and  ventricles  and  elimi- 
nates the  reentry  zone.  It  may  be  beneficial  for 
antegrade  and  sometimes  for  retrograde  AP 
transmission-  IV,  oral  (60).  Vagal  maneuvers 
and  digitalis  may  augment  atrial  impulse  forma- 
tion and  shorten  the  RP  of  the  AP  by  10-50 
msec,  (9,  50)  accelerating  bypass  conduction 
and  possibly  precipitating  Vf,  and  are  considered 
hazardous  and  contraindicated  by  many  au- 
thorities, (5,  6,  8,  9,  11,  13-15,  50)  especially 
if  the  RP  is  unknown  or  the  shortest  R-R  in 
Af  is  less  than  300  msec  (in  one  study  the  VR 
increased,  decreased  and  remained  the  same  in 
one-third  each,  of  cases),  (41)  in  spite  of  past 
successful  experience  in  certain  instances  with 
digitalis,  particularly  in  children  (16,  19,  41). 
Propranolol  may  also  accentuate  preexcitation 
(48,  61).  However,  if  a premature  ventricular 
contraction  is  blocked  retrogradely  in  the  AP 
and  is  conducted  retrogradely  via  the  AVJ 
and  then  reexcites  the  ventricles  antegradely 
via  the  AP,  digitalis  and  propranolol  are  in- 


dicated to  augment  refractoriness  of  the  AVJ 
even  though  the  QRS  complexes  are  of  ano- 
malous configuration  (6). 

If  the  patient  is  suffering  ischemic  cardiac 
pain,  hypotension  or  shock  with  a rapid  VR, 
Vf  or  functional  cardiac  arrest,  immediate 
DC  countershock  is  indicated,  as  well  as  for  the 
less  critically  ill  patient  when  drug  therapy 
fails  (62).  * AF  may  convert  with  5-50  watt- 
sec  while  Af  may  require  more  than  100  w-sec. 
Sedation  and  fluid  replacement  are  adjunctive 
measures  (6).  During  electrophysiological  ca- 
theterization studies  in  these  patients  one 
should  be  prepared  for  the  precipitation  of  Af 
leading  to  Vf  (25). 

Maintenance.  Patients  with  chronic,  re- 
current Af  and  a short  RP  of  the  AP  require 
long-acting,  prophylactic  therapy,  quinidine 
and  procaine  amide  being  drugs  of  choice 
(9,  25).  These  may  be  combined  with  propra- 
nolol or  digoxin  (51,  76).  Quinidine,  procaine 
amide,  propranolol,  lidocaine,  ajmaline  and 
amiodarone  can  suppress  tachycardia-initiating 
atrial,  ventricular  and  junctional  ectopic  beats. 
Digitalis  or  propranolol  alone  may  be  contra- 
indicated (3).  Newer  agents  are  disopyramide 
(Norpace)  (63),  aprindine  (60)  and  amioda- 
rone. Amiodarone  (Atlansil)  (64-67)  is  a newly 
applied  agent  found  by  Rosenbaum  to  be  espe- 
cially effective  (100  percent  total  control)  in  the 
interruption  and  prevention  of  Af  and  AF  in 
the  WPW  syndrome.  It  lengthens  the  RP  and 
slows  conduction  in  the  atria,  ventricles,  AVJ 
and  AP.  It,  as  well  as  the  roles  of  artificial  pace- 
makers and  surgery  in  the  management  of  WPW 
arrythmias,  are  reviewed  in  recent  publications 
(68).  Pacemakers  have  been  considered  non- 
applicable  in  the  presence  of  Af  or  AF  (14). 

* - Cardioversion  may  even  be  the  therapy  of  choice 

for  rapid,  wide,  irregular  rhythms  (73). 
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TABLE  I 

Antiarrythmic  Drug  Effects  in  the  Wolff-Parkinson-White  Syndrome 


A trioventricular  Junction 

Accessory  Pathway 

Refractory 

Conduction 

Refractory 

Conduction 

Period 

Velocity 

Period 

Velocity 

Digitalis 

+ 

Slows 

0 ( chronic  oral) 

±,~* 

Procaine  Amide 

0 or  — 

± 

+ 

? 4- 

• 5 

Quinidine 

+ 

± 

+ 

? 4— 

• 5 

Lidocaine 

o,± 

± 

+ 

4- 

Propranolol 

+ 

<- 

0 

0 

Diphenylhydantoin 

- 

± 

± 

9 

Disopyramide 

± 

o , +- 

+ 

4- 

Amiodarone  * 

+ 

<— 

4- 

^A-V 

V-A  in  half 

Aprindine* 

+ 

<r~ 

+ 

4- 

Verapamil  * 

+ 

<— 

± ,0 

o 

Ajmaline  * 

0 

± 

+ 

4- 

Potassium 

High  K 

«- LowK+ 

+ 

+ 

Vasal  Stimulation 

+ 

- 

Atropine 

-> 

0 

0 

+ = lengthens 

— = shortens 

0 = no  change 

? — not  known 

± = inconstant 

*-  = decreased 

-*■  = increased 

* = not  yet  available  in  P.  R.  or  U.  S. 

for  clinical  use. 


(9,  12,  13,  25,  28,  33,  41,  48,  50-55,  57,  60,  61,  63,  64, 
66,  67,  69,  71,  72) 


In  general,  drugs  influence  conduction  and  refractoriness  in  the  same  direction.  The  shortest  R-R  interval  between  two 
preexcited  beats  during  Af  is  lengthened  by  quinidine,  procaine  amide,  lidocaine,  disopyramide,  aprindine,  amiodarone 
and  ajmaline,  and  is  shortened  by  digitalis,  while  propraonolol  produces  no  change  (73). 
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Electrophysiological  studies  may  be  indicated 
if  there  are  severe  symptoms  resistant  to  drugs, 
to  evaluate  the  indications  for  and  efficacy  of 
antiarrythmic  drugs,  especially  prior  to  use  of 
digitalis,  and  the  need  for  surgery;  also  if  the 
RP  of  the  AP  appears  short,  even  to  the  point 
of  elective  hospital  induction  of  Af  (9,  11). 
A recent  study  suggested  that  failure  to  achieve 
complete  block  in  the  AP  by  50  mg  of  ajmaline 
IV  is  highly  suggestive  of  a short  RP  of  the  AP 
(59).  The  authors  believed  this  to  be  an  easy 
office  test  to  identify  WPW  patients  at  risk  of 
SD  if  Af  supervenes.  If  the  AP  RP  is  short, 
surgery  may  be  given  stronger  consideration. 
Young  patients  with  pVT  engaged  in  vigorous 
sports  should  be  evaluated  for  the  bradycardia- 
tachycardia  syndrome,  and  such  prohibited. 
Older  patients  may  have  complicating  cardiac 
and  vascular  diseases  which  predispose  to  SD 
(25,  46). 

Drug  actions  are  summarized  in  Table  I. 

In  a recent  review,  the  Duke  group  address 
themselves  to  the  electrophysiological  study 
of  complex,  regular  wide  QRS  complexes  in 
preexcitation;  they  report  one  case  of  VT  plus 
AP  preexcitation,  and  cite  one  case  of  VT  by 
Wellens  (74). 
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ICTERICIA  EN  NEONATOS  NORMALES  EN  PUERTO  RICO 

Thomas  F.  Necheles,  MD,  Marta  I.  Valcárcel,  MD  y Rose  Casanova,  MD 


Abstracto:  Se  estudiaron  271  neonatos  norma- 
les y a término  en  Puerto  Rico  y se  compararon 
con  un  grupo  similar  de  neonatos  en  Boston  para 
determinar  las  causas  más  comunes  de  ictericia 
en  el  grupo  de  Puerto  Rico  comparado  con  el  de 
Boston.  Se  encontró  que  la  incompatibilidad  por 
ABO  y la  deficiencia  de  la  enzima  glucosa  o fos- 
fato-deshidrogenasa  son  las  más  frecuentes  en 
Puerto  Rico.  La  última  tiene  una  importancia 
particular  y se  debe  recordar  cuando  se  evalúan 
las  causas  de  ictericia  en  un  neonato.  Frecuente- 
mente sucede  en  familias  sin  historia  de  icte- 
ricia. Se  encuentra  en  neonatos  de  madres  de  tez 
blanca  y en  áreas  de  la  Isla  donde  esta  condición 
se  desconoce. 

Introducción 

A través  del  mundo,  nos  encontramos  dia- 
riamente con  el  problema  del  diagnóstico  de  la 
ictericia  en  el  recién  nacido.  Se  sabe  que  está 
presente  en  pacientes  sensibilizados  al  factor 
RH  o afectados  por  la  incompatibilidad  ABO. 
Se  ha  notado  una  alta  incidencia  de  ictericia 
en  los  neonatos  con  obstrucción  intestinal, 
sepsis  y con  el  síndrome  de  dificultad  respira- 
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New  England”  y el  “Boston  Floating  Hospital  , Boston,  Massa- 
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toria.  Además  de  los  recién  nacidos  con  pro- 
blemas específicos  que  explican  la  ictericia 
hay  un  gran  número  de  neonatos  que  son 
aparentemente  normales  excepto  por  su  ic- 
tericia. El  propósito  de  este  trabajo  es  estudiar 
las  causas  de  ictericia  en  estos  pacientes  me- 
diante la  comparación  de  recién  nacidos  sanos 
puertorriqueños  con  un  grupo  similar  en  Bos- 
ton. 


Materiales  y Métodos 

Se  compararon  271  neonatos  normales  nacidos 
a término  durante  las  horas  diurnas  en  el  Hospital  Uni- 
versitario del  Centro  Médico  de  Puerto  Rico  con  un 
grupo  similar  de  alrededor  de  30  neonatos  normales 
nacidos  en  el  Hospital  Naval  de  Chelsea  en  Boston. 
Se  clasificaron  como  normales  los  neonatos  nacidos 
a término  sin  evidencia  de  sensibilización  por  el  factor 
RH,  incompatibilidad  ABO,  sepsis,  obstrucción  intes- 
tinal o del  síndrome  de  dificultad  respiratoria.  Se  ob- 
tuvo una  historia  completa  y se  hizo  un  examen  físico 
de  cada  paciente  que  se  incluyó  en  el  estudio  (Tabla  I). 

En  cada  paciente  se  midieron  la  hemoglobina, 
el  hematocrito,  el  recuento  de  reticulocitos  y la  bili- 
rubina  sérica  en  la  sangre  del  cordón  umbilical.  Los 
estándares  usados  se  obtuvieron  de  los  laboratorios 
Ortho. 

Los  estudios  especiales  incluyeron  pruebas  se- 
lectivas para  la  búsqueda  de  la  deficiencia  de  la  enzi- 
ma glucosa  6-fosfato-deshidrogenana  (G-6  PD),  qui- 
nasa  pirúvica  y GSSH  reductasa.  Se  hicieron  estudios 
histoquímicos  para  determinar  la  presencia  de  la  he- 
moglobina H (indicativa  de  a-talasanemia)  y los  cuer- 
pos de  Heinz  (presentes  en  la  deficiencia  de  la  enzi- 
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TABLA  I 

Valoración  de  Ictericia  en  el  Recién  Nacido 
(Diseño  del  Estudio  de  Boston  y Puerto  Rico) 


Sujetos: 

Lactantes  nacidos  a término 
Ausencia  de  sensibilidad  RH 
Ausencia  de  incompatibilidad  ABO 

Ausencia  de  sepsis,  obstrucción  intestinal  o del  Síndrome  de 
dificultad  respiratoria 

Pruebas  de  Laboratorio: 

Hemoglobina,  hematocrito  y reticulocitos  en  la  sangre  del  cordón 
umbilical  (primer  día) 

Hemoglobina  H (Para  alfa  talasanemia) 

Pruebas  selectivas  de: 

G 6-PD  de  los  eritrocitos,  quinasa  pirúvica,  GSSG  reductasa 
Cuerpos  de  Heinz  en  los  hematíes 
Bilirubina  sérica  al  tercer  día 
Carboxihemoglobina  al  tercer  día 


TABLA  II 

Ictericia  Neonatal  en  Puerto  Rico 


Número  de  Lactantes  Estudiados 

271 

Incompatibilidad  ABO 

36 

(13.3 

por 

ciento ) 

Deficiencia  de  G 6-PD 

8 

(3.0 

por 

ciento ) 

Cifras  altas  de  cuerpos  de  Heinz  * 

1 

(0.4 

por 

ciento ) 

Deficiencia  de  quinosa  pirúvica 

0 

Talasanemia  alfa 

0 

Esferocitosis  hereditaria 

0 

* - Presumiblemente  deficiencia  de  glutationa  peroxidasa. 


Bol.  Asoc.  Méd.  F.  Rico 
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TABLA  III 

Recién  Nacidos  Normales  a Término 


N 

BOSTON 

Media 

Aritmética 

Desviación 

Estándar 

N 

PUERTO  RICO 

Media  Desviación 
Aritmética  Estándar 

T 

P 

Hemoglobina:  primer  día 

31 

16.82 

2.24 

223 

14.73 

1.65 

6.30 

<001 

Hematocrito:  primer  día 

32 

49.08 

12.86 

223 

49.43 

5.84 

0.26 

NS 

Reticulocitos:  primer  día 

32 

2.63 

0.66 

226 

4.20 

1.67 

5.24 

<001 

Bilirubina:  tercer  día 

30 

8.11 

4.91 

196 

5.05 

2.21 

5.76 

<001 

Carboxihemoglobina:  tercer  día 

27 

0.71 

0.31 

11 

0.95 

0.28 

2.25 

<05 

TABLA  IV 

Recién  Nacidos  Puertorriqueños 

N 

Normales 

Media 

Aritmética 

* 

Desviación 

Estándar 

Deficientes  de  G-6-PD 

Media  Desviación 
N Aritmética  Estándar 

T 

P 

Hemoglobina:  primer  día 

223 

14.73 

1.65 

8 

14.53 

1.13 

0.35 

NS 

Hematocrito:  primer  día 

223 

49.43 

5.84 

8 

50.81 

5.33 

0.66 

NS 

Reticulocitos:  primer  día 

226 

4.20 

1.67 

8 

4.04 

1.44 

0.27 

NS 

Bilirubina:  tercer  día 

196 

5.05 

2.21 

5 

7.42 

2.40 

2.37 

<05 

Carboxihemoglobina:  tercer  día 

11 

0.95 

0.28 

3 

1.54 

0.62 

2.49 

<05 

* - Recién  nacidos  a término  sin  evidencia  de  incompatiblidad  ABO,  sepsis  o síndrome  de  dificultad  respiratoria. 


ma  glutationa  peroxidasa). 

La  medición  de  bilirubina  sérica  se  repitió  al 
tercer  día  de  vida.  En  catorce  pacientes  se  envió  una 
muestra  de  sangre  al  tercer  día  de  edad  a Boston  para 
medir  la  carboxihemoglobina.  Se  ha  demostrado  an- 
teriormente que  las  cifras  de  ésta  son  índice  sensible 
de  hemolisis  en  el  recién  nacido  (1). 


Resultados 

Las  causas  de  ictericia  en  los  neonatos  en 
Puerto  Rico  aparecen  en  la  Tabla  II.  La  incom- 
patibilidad por  ABO  fue  la  causa  principal. 
En  el  13  por  ciento  de  los  neonatos  se  encon- 
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TABLA  V 
Estudio  de  Boston 

Recién  Nacidos  Alimentados  al  Seno  Materno 
Comparados  con  los  No  Alimentados  al  Seno  Materno 


Sin  Lactancia  Materna 

Con  Lactancia  Materna 

N 

Media 

Aritmética 

Desviación 

Estándar 

N 

Media 

Aritmética 

Desviación 

Estádnar 

T 

P 

Hemoglobina:  primer  día 

31 

16.82 

2.24 

27 

16.69 

1.95 

0.24 

NS 

Hematocrito:  primer  día 

32 

49.08 

12.86 

27 

52.61 

0.00 

2.99 

<01 

Reticulocitos:  primer  día 

32 

2.63 

0.66 

28 

2.99 

0.63 

2.12 

<05 

Bilirubina:  tercer  día 

30 

8.11 

4.91 

27 

9.54 

4.52 

1.14 

NS 

Carboxihemoglobina:  tercer  día 

27 

0.71 

0.31 

27 

1.00 

1.06 

1.35 

NS 

traron  las  características  inmunohematológicas 
necesarias  para  desarrollar  la  enfermedad. 

La  deficiencia  de  la  enzima  glucosa  6-fos- 
fato-deshidrogenasa  se  encontró  en  el  3 por 
ciento  de  los  neonatos. 

En  un  neonato  (0.4  por  ciento)  se  en- 
contró un  aumento  considerable  del  número  de 
los  cuerpos  de  Heinz.  Este  hallazgo,  aunque 
no  definitivo,  es  sugestivo  de  la  deficiencia 
de  la  enzima  glutationa  peroxidasa. 

En  este  grupo  de  pacientes  no  encontra- 
mos ninguno  con  evidencia  de  esferocitosis 
congénita,  de  deficiencia  de  la  enzima  quinasa 
pirúvica  ni  de  alfa  talasanemia. 

En  la  Tabla  III  aparecen  los  resultados 
de  la  medición  de  hemoglobina  y hematocrito 
y de  las  pruebas  para  determinar  la  presencia 
de  hemolisis  en  los  dos  grupos  de  neonatos 
estudiados.  No  encontramos  diferencia  signi- 
ficativa en  las  cifras  del  hematocrito  en  la 


muestra  de  sangre  del  cordón  entre  los  dos 
grupos  de  recién  nacidos,  pero  el  grupo  de 
pacientes  puertorriqueños  aparentemente  te- 
nía una  hemoglobina  más  elevada.  Este  ha- 
llazgo pudo  ser  debido  a diferencias  en  el  mé- 
todo, pues  se  usaron  dos  diferentes  estánda- 
res comerciales  para  medir  la  hemoglobina. 

La  cifra  de  bilirubina  sérica  al  tercer 
día  de  edad  en  los  recién  nacidos  de  Puerto 
Rico  fueron  más  bajas  que  las  de  los  pacientes 
de  Boston.  La  diferencia  es  significativa  y es 
real  porque  se  controló  rigurosamente  el  mé- 
todo de  medir  la  bilirubina  en  ambos  labora- 
torios. Se  envió  a Puerto  Rico  un  bilirubinó- 
metro  calibrado  igual  que  el  que  se  utilizó 
en  Boston  el  cual  se  revisaba  periódicamente. 
El  porcentaje  de  reticulocitos  y las  cifras  de 
carboxihemoglobina  eran  mayores  en  los  neo- 
natos puertorriqueños  (sugiriendo  una  razón 
de  hemolisis  mayor).  Sería  motivo  de  espe- 


Bol.  Asoc.  Méd.  P.  Rico 
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Substancias  que  Deben  Evitarse  en  los  Pacientes  con  Deficiencia 
de  la  Deshidrogenasa  del  Glucosa  o Fosfato 


Antimalariales 

Primaquina 

Pamaquina 

Pentaquina 

Plasmoquina 

Quinocida 

A tabrina 

Quinina 

Sulfonamidas 

Sulfanilamida 

2 

N~  Acetilsulfanilamida 
Acetilsulfanilamida 

Sulfametoxipiridacina  (Midicel,  Kynex ) 
Solicilazosulfapiridina  (A  zulfidina) 
Sulfisoxazol 

Derivados  del  Furano 

Nitrofurantoína  (Furadantin) 
Furazolidona  (Furoxona) 

Furaltadona  (Altafur) 

Nitrofurazona  (Furacina) 

A ntipir éticos  y A nalgésicos 

Acido  Acetilsalicílico  (Aspirina) 

Acetanilida 

Fenacetina 

Antipirina 

Aminopirina 

Acido  Paraaminosalicilico 


Otras 

Dimercaprol  (BAL) 

A zul  de  Metileno 
Na  ft  ale  no 
Fenilhidracina 
A cetilfenilhidracina 
Probenecid 

Vitamina  K hidrosoluble  en  dosis 
altas  (Hikinona) 

Cloranfenicol 

Quinidina 

Habas  de  la  variedad  V fava  (favismo) 
Cloro  quina 

Acido  Nalidixico  (Neg  Gram) 

Tolbutamida  (Orinasa) 

Infecciones 

Virus  respiratorios 
Hepatitis  infecciosa 
Mononucleosis  infecciosa 
Neumonías  bacterianas 

Acidosis  diabética 


culación  si  la  disminución  en  las  cifras  de  bili- 
rubina  del  grupo  de  Puerto  Rico  se  debe  o no 
a que  están  expuestos  a un  mayor  nivel  de  luz 


natural. 

Unas  de  las  variables  que  no  se  pudo 
controlar  o medir,  fue  la  influencia  de  la  lac- 


53 


Volumen  71 
Núm.  2 


Thomas  F.  Necheles , MD,  et  al 


tancia  materna  sobre  las  cifras  de  bilirubina. 
La  Tabla  IV  muestra  el  efecto  de  la  lactancia 
materna  en  las  cifras  de  bilirubina  sérica  y de 
carboxihemoglobina  en  los  neonatos  normales 
de  Boston.  Hay  un  aumento  moderado  en  ambas 
cifras  en  los  neonatos  alimentados  al  seno  ma- 
terno. Tal  vez  la  diferencia  observada  entre  el 
grupo  de  neonatos  normales  puertorriqueños  al 
compararse  con  los  estudiados  en  Boston  se  deba 
solamente  a la  alta  incidencia  de  lactancia  ma- 
terna en  el  grupo  de  Boston. 

En  la  Tabla  V se  comparan  los  neonatos 
normales  con  aquellos  que  tenían  deficiencia 
de  la  enzima  glucosa-6-fosfato-deshidrogenana 
en  la  población  puertorriqueña.  No  se  encontra- 
ron diferencias  en  las  cifras  de  hemoglobina, 
hematocrito  y porcentaje  de  reticulocitos  en 
la  muestra  del  cordón  umbilical.  Se  encontra- 
ron, al  tercer  día  de  edad,  aumentos  significa- 
tivos de  las  cifras  de  bilirubina  y carboxihemo- 
globina. 

Discusión 

La  incompatibilidad  por  ABO  y la  defi- 
ciencia de  la  enzima  G-6PD  parecen  ser  las  cau- 
sas más  comunes  de  la  ictericia  en  el  grupo 
de  recién  nacidos  sanos  de  Puerto  Rico.  Las 
cifras  normales  de  hematocrito,  hemoglobina 
y reticulocitos  son  insuficientes  para  descartar 
la  posibilidad  de  deficiencia  de  la  enzima  G-6PD 
en  un  neonato.  Por  lo  tanto  se  deben  hacer  los 


estudios  selectivos  indicados  para  la  búsqueda 
de  casos  en  una  población  susceptible.  En  este 
estudio,  todos  los  8 pacientes  afectados  eran 
varones.  Cuatro  de  las  madres  fueron  descritas 
como  blancas,  caucásicas  y venían  de  diferentes 
áreas  de  la  Isla.  Solamente  dos  presentaban 
historia  familiar  de  anemia  hemolítica  o de  ic- 
tericia neonatal. 

La  presencia  de  aumentos  significativos 
en  cifras  de  carboxihemoglobina,  en  nuestra 
experiencia,  indica  hemolisis  oculta.  Hay  unas 
cuantas  drogas  y agentes  que  pueden  aumentar 
la  velocidad  de  hemolisis  en  los  pacientes  afec- 
tados por  deficiencia  de  la  enzima  glucosa-6- 
fosfato-deshidrogenasa  (g-6PD)  (2).  Algunos 
de  ellos  se  usan  ocasionalmente  en  una  unidad 
de  recién  nacidos. 

El  facultativo  que  atiende  neonatos  puerto- 
rriqueños debe  mantenerse  sumamente  atento 
a la  posibilidad  de  que  éstas  sufran  de  la  defi- 
ciencia de  G-6  PD.  La  deficiencia  de  esta  enzima 
es  importante  cuando  se  considera  administrar 
al  recién  nacido  uno  de  los  medicamentos  que 
se  saben  propenden  a la  hemolisis. 
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tyazide 

apsule  contains  50  mg.  of  Dyrenium"  (brand  of 
rene)  and  25  mg.  of  hydrochlorothiazide. 

lakes  Sense  in 
ypertension 

Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Oo  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities  It  is  more  likely  in 
the  severely  ill,  with  urine  volume  less  than  one  liter/day, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K + 
frequently;  both  can  cause  K+  retention  and  elevated 
serum  K + . Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one.  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis.  Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness. headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules,  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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. . in  functional  G.l.  disorders* 


Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  anfispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


'This  drug  has  been  classified  "probably"  effective  in  treating 
certain  functional  G.l.  disorders. 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION. 

Brief  Summary 
INDICATIONS 

For  use  as  adjunctive  therapy  in  the  treatment  ot  peptic  ulcer. 

IT  SHOULO  BE  NOTED  AT  THIS  POINT  IN  TIME  THAT  THERE  IS  A 
LACK  OF  CONCURRENCE  AS  TO  THE  VALUE  OF  ANTICHOLIN- 
ERGICS/ANTISPASMODICS  IN  THE  TREATMENT  OF  GASTRIC 
ULCER  IT  HAS  NOT  BEEN  SHOWN  CONCLUSIVELY  WHETHER 
ANTICHOLINERGIC/ANTISPASMODIC  DRUGS  AID  IN  THE  HEALING 
OF  A PEPTIC  ULCER,  DECREASE  THE  RATE  OF  RECURRENCES.  OR 
PREVENT  COMPLICATION 


Based  on  a review  ot  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

May  also  be  useful  in  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis,  acute 
enterocolitis,  and  functional  gastrointestinal  dis- 
orders): and  in  neurogenic  bowel  disturbances  (in- 
cluding the  splenic  flexure  syndrome  and  neurogenic 
colon). 

THESE  FUNCTIONAL  DISORDERS  ARE  OREN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS.  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating)  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with,  autonomic  neuropathy,  hepatic  or  renal 
disease;  ulcerative  colitis— Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon,  hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension; 
hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

It  should  be  noted  that  the  use  of  anticholmergic/antispasmodic 
drugs  in  the  treatment  of  gastric  ulcer  may  produce  a delay  in 
gastric  emptying  time  and  may  complicate  such  therapy  (antral 
stasis).  Do  not  rely  on  the  use  of  the  drug  in  the  presence  of 
complication  ol  biliary  tract  disease.  Investigate  any  tachycardia 
before  giving  anticholinergic  (atropine-like)  drugs  since  they  may 
increase  the  heart  rate  With  overdosage,  a curare-like  action  may 
occur  ADVERSE  REACTIONS  Anticholmergics/antispasmodics 
produce  certain  effects  which  may  be  physiologic  or  toxic 
depending  upon  the  individual  patient's  response  The  physician 
must  delineate  these  Adverse  reactions  may  include  xerostomia; 
urinary  hesitancy  and  retention;  blurred  vision  and  tachycardia; 
palpitations,  mydriasis;  cycloplegia;  increased  ocular  tension, 
loss  of  taste,  headache,  nervousness;  drowsiness;  weakness: 
dizziness,  insomnia;  nausea,  vomiting,  impotence,  suppression  of 
lactation,  constipation,  bloated  feeling,  severe  allergic  reaction  or 
drug  idiosyncrasies  incluomg  anaphylaxis,  urticaria  and  other 
dermal  manifestations,  some  degree  of  mental  confusion  and/or 
excitement,  especially  in  elderly  persons,  and  decreased  sweat- 
ing With  the  injectable  form  there  may  be  a temporary  sensation 
of  lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION:  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants.  Vi 
teaspoonful  syrup  three  or  four  times  daily  (May  be  diluted  with 
equal  volume  of  water. ) Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Imection  Adults  2 ml  (20  mg  (every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  il  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine"  (bethanecol  chloride  USP) 
should  be  used 

Product  Information  as  of  October,  1976 
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Tenuate  @ 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan* 

(diethylproplon  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect,  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence.  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon.  The  possibility  of  abuse  should  be  kept  In  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  In  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion, changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnane y Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children.  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  oí  dose  or  discontinuance  of 
Tenuate  may  be  necessary 

ADVERSE  REACTIONS:  Cardiovascular.  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic:  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System.  Bone  marrow  depression,  agranulocytosis,  leuko- 
enia.  Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
as  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride)  controlled-release:  One  75  mg 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine1)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April.  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
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LABORATORIES,  Cincinnati,  Ohio  45215  2.  Hoekenga,  M T . 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Tenuate  Dospan  c 

(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 


Tenuate -it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page. 
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A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  "...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 

Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarm  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin 
(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*  epigastric  pain* 
heartburn*  diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipa- 
tion, abdominal  cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central 
Nervous  System:  Dizziness*,  headache,  nervousness.  Dermatologic:  Rash*  (including 
maculopapular  type),  pruritus.  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite, 
edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinu- 
ation (see  PRECAUTIONS). 

Incidence:  Unmarked  1%  to  3%;  *3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Suggested  dosage  is  300  or  400  mg  t.i.d.  or  q i d.  Do 
not  exceed  2400  mg  per  day. 

How  Supplied 

Motrin  Tablets.  300  mg  (white) 

Bottles  of  60 
Bottles  of  500 

Motrin  Tablets.  400  mg  (orange) 

Bottles  of  60 
Bottles  of  500 
Unit-dose  package  of  100 
Unit  of  Use  bottles  of  120 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
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CHYLOTHORAX  AND  CHYLOPERITONEUM:  A CASE  REPORT 


Edrick  López-Enríquez,  MD,  Angel  González,  MD,  Charles  D.  Johnson,  MD 

and  Constantino  Pérez,  MD 


Abstract:  A case  of  a 72-year  old  male  patient 
who  developed  both  chylothorax  and  chylo- 
peritoneum  after  an  abdominal  aortic  aneurys- 
mectomy is  reported.  Chyle  accumulation  in 
either  cavity  secondary  to  surgical  interven- 
tion has  been  rarely  reported  in  the  medical  li- 
terature. Finding  chyle  in  both  cavities  as  a 
surgical  sequelae  has  never  been  reported.  We 
postulate  that  the  chylous  fluid  spilled  in  the 
peritoneal  cavity  found  its  way  to  the  pleural 
cavity  through  the  posterior  diaphragmatic 
hiatus  giving  rise  to  the  chylothorax.  This  must 
be  considered  as  a very  rare  complication  of 
cardiovascular  surgery. 

Introduction 

The  presence  of  chyloperitoneum  with  or 
without  chylothorax  is  a rare  entity  very  sel- 
dom reported  in  the  medical  literature.  Chylo- 
peritoneum (chyloascites)  due  to  surgical  in- 
jury of  an  abdominal  lymph  duct  is  an  even 
rarer  condition  with  only  two  previous  cases 
reported  (1,  2).  This  communication  will  dis- 
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cuss  a case  of  a patient  with  both  chyloperi- 
toneum and  chylothorax  which  occurred  three 
months  after  a resection  of  an  aortic  aneurysm. 

Case  Report 

A 72-year  old  male  patient  was  admitted  to  the 
University  District  Hospital  of  the  School  of  Medicine 
of  the  University  of  Puerto  Rico  on  September  14, 
1976,  three  months  after  a resection  of  an  abdominal 
aortic  aneurysm  at  another  institution.  He  complained 
of  progressive  painless  increase  in  his  abdominal  girth, 
orthopnea,  shortness  of  breath  and  leg  edema.  These 
symptoms  had  developed  late  in  July  1976,  four  weeks 
after  the  surgical  procedure  was  done.  He  had  been 
followed  on  a low  salt  diet,  diuretic,  digitalis  and  bed 
rest  without  improvement.  There  was  no  history  of 
hypertension,  diabetes  mellitus,  angor  pectoris  or 
renal  problems  in  the  past.  He  had  enjoyed  good  health 
prior  to  the  time  of  surgery  except  for  intermittent 
low  back  pains,  and  a mass  in  his  abdomen  which  was 
the  reason  for  the  operation. 

Upon  examination  he  was  found  to  be  a well 
developed,  undernourished,  alert  male  in  acute  respi- 
ratory distress.  His  pulse  was  116  beats  per  minute, 
regular  and  strong;  the  blood  pressure  was  120/80; 
respiratory  rate  of  24  per  minute;  and  afebrile.  The 
clinical  exploration  revealed:  engorged  jugular  veins  up 
to  3 cms  in  the  neck  at  30  degrees  semi  sitting  posi- 
tion; basilar  moist  rales  in  the  lower  third  of  the  right 
lung  field  with  imperceptible  breath  sounds  in  the  lower 
third  of  the  left  lung  field;  normal  heart  sounds  without 
gallops  or  murmur;  tense  protruding  abdominal  wall 
(ascites)  without  apparent  hepatomegaly  or  spleno- 
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TABLE  I 


Laboratory  Data 


Ascitic  Fluid 

Pleural  Fluid 

Appearance 

whitish  milky 

whitish  milky 

GLU 

75  mg  percent 

75  mg  percent 

PROTEIN 

2.8  grs. 

0.8  grs. 

LDH 

(over) 

1000  mg  percent 

(over) 

1000  mg  percent 

SGOT 

35  mg  percent 

43  mg  percent 

CHOLESTEROL 

(over) 

1000  mg  percent 

(over) 

1000  mg  percent 

TOTAL  LIRIOS 

1900  mg  percent 

2000  mg  percent 

CHLORIDE 

— 

96  mg  percent 

CULTURES 

negative 

negative 

megaly;  bilateral  inquinal  and  midline  well  healed 
scars;  grade  2/4  pitting  edema  in  pretibial  zone  and 
abscense  of  cyanosis.  The  rest  of  the  physical  examina- 
tion was  normal.  The  laboratory  work  up  showed:  a 
hemoglobin  of  10.9  grams,  WBC  10,000,  seg.  91,  stabs. 
1,  eos.  2,  lymph.  5,  mono  1;  platelets  400,000;  BUN 
31;  serum  creatinine  0.7;  serum  albumin  3.0  grams; 
total  proteins  in  serum  6.7  grams;  urinalysis,  serum 
electrolytes,  PT,  PTT,  and  liver  profile  were  within 
normal  limits.  Chest  X-rays  showed  a left  side  pleural 
effusion,  a normal  size  heart  but  a calcified  aortic  knob; 
the  ECG  showed  sinus  tachycardia  with  no  other  patho- 
logical feature;  the  KUB  showed  marked  accumulation 
of  ascitic  fluid  with  striking  radiolucense.  A paracen- 
tesis performed  yielded  a whitish  milky  fluid  (figure 
1)  which  contained  some  RBC’s,  a few  WBC’s  with 
monocytes  predominating.  Other  characteristics  of 
this  fluid  are  described  in  Table  I.  A thoracentesis 
yielded  a similar  fluid  again  with  some  RBC’s  and 
1700  WBC’s  of  which  45  percent  were  monocytes 
(Table  I).  A lymphangiogram  performed  (figures  2,  3) 
showed  a leak  of  lymph  at  the  level  of  the  second 
and  third  lumbar  vertebra  coinciding  with  the  anato- 
mical site  of  the  cisterna  chyli.  There  was  no  evidence 
of  obstruction  to  the  lymph  flow  throughout  the  lym- 
pathic  system,  nor  recognizable  pathology  in  the  area 


Figure  1:  Sample  of  Paracentesis  Fluid. 
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Figure  2:  There  is  contrast  extravaration  into  the 
peritoneal  cavity  at  the  level  of  L2.3  vertebral  bodies 
in  the  left  side. 

examined  except  for  the  apparent  surgical  tear. 

The  patient  was  treated  conservatively  with 
periodic  paracenteses  and  thoracenteses  achieving 
some  relief  of  the  symptoms.  A low  fat  diet  was  pres- 
cribed and  supportive  treatment  given.  On  his  19th 
in-hospital  day,  the  patient  developed  sudden  short- 
ness of  breath  and  hypoxia,  which  were  interpreted 
as  pulmonary  embolism  requiring  heparinization.  Three 
days  later  it  was  discontinued  following  an  episode  of 
upper  gastrointestinal  bleeding  of  undefined  ethiology. 
In  his  23rd  day  in  the  hospital,  while  arrangements 
were  been  done  to  close  the  tear  surgically,  the  pa- 
tient developed  another  episode  of  sudden  severe  short- 
ness of  breath  and  died.  Unfortunately,  autopsy  permis- 
sion was  not  given  by  family  of  patient. 

Discussion 

Since  Aselli  discovered  the  lymphatic  sys- 


■  hylothorax  and  Chyloperitoneum 


Figure  3:  Six  days  later  contrast  layers  in  the  pel- 
vic floor.  Free  peritoneal  contrast  is  still  evident  in 
the  left  side. 

tem  in  1622,  considerable  information  has  been 
compiled  describing  the  properties  and  function 
of  the  lymph.  Bartholin,  in  1651,  was  the  first 
to  report  a case  of  chylothorax,  and  in  1694, 
Morton  described  the  initial  case  of  chyloperi- 
toneum. It  took  two  centuries  until  1892,  to 
describe  chylous  accumulation  in  the  pericardial 
cavity  by  Bargebuhr  (3). 

Chylothorax  and  chyloperitoneum  are  cli- 
nical signs  of  an  internal  lymph  fistula  of  obs- 
tructive or  traumatic  origin.  The  cisterna  chyli 
lies  on  the  anterior  surface  of  the  second  lumbar 
vertebra  and  receives  lymph  from  the  hepatic, 
intestinal,  descending  thoracic  and  lumbar 
trunks.  It  is  the  most  vulnerable  site  of  surgical 
trauma  which  produces  chyloperitoneum  when 
traumatized.  From  the  cysterna  chyli,  the  tho- 
racic duct  extends  upward  to  the  left  through 
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the  aortic  hiatus  of  the  diaphragm,  and  ascends 
through  the  posterior  mediastinum  between  the 
aorta  and  the  azygos  vein.  It  then  enters  the  su- 
perior mediastinum  behind  the  aortic  arch  and 
subclavian  artery,  and  between  the  left  side  of 
the  esophagus  and  the  left  pleura,  to  the  supe- 
rior orifice  of  the  thorax.  It  ends  by  opening 
into  the  angle  of  junction  of  the  left  subclavian 
vein  with  the  left  internal  jugular  vein.  Below 
the  level  of  the  eight  cervical  vertebra  the  duct 
is  usually  (92  percent  of  cases)  single.  The  tho- 
racic duct  is  separated  from  the  esophagus  by  a 
thick  layer  of  adipose  and  connective  tissue  and 
is  bound  to  the  vertebral  column  by  the  prever- 
tebral  fascia.  It  lies  retropleurally  and  upon  obs- 
truction or  trauma  may  give  rise  to  a chylotho- 
rax  only  after  rupture  through  the  pleural  mem- 
brane at  the  lateral  pleural  ligament  (the  most 
frequent  site).  Ninety  five  percent  of  the  volume 
of  the  thoracic  duct  lymph  comes  from  the  liver 
and  intestinal  lymphatics  which  blends  with  pa- 
rietal and  peripheral  lymph  in  the  cisterna 
chyli  prior  to  evacuation  through  this  duct. 

Chyloperitoneum  has  been  associated  with 
intraabdominal,  retroperitoneal,  and  thoracic 
and/or  mediastinal  neoplasm.  It  has  been  rarely 
associated  with  syphilis,  tuberculosis,  congenital 
defects  of  the  lymphatic  system,  pregnancy, 
nephritis,  leukemia,  adhesive  bands,  midgut 
volvulus,  filariasis,  bilharzia  and  thoracic  duct 
obstruction  (non  neoplastic  i.e.  aneuryms); 
trauma,  surgical  procedures,  rupture  of  a chy- 
lous cyst  and  severe  cough.  Likewise,  chylo- 
thorax  has  been  associated  with  neoplasms, 
liver  disease,  jugular  or  subclavian  thrombosis, 
thoracic  duct  obstruction,  trauma  to  the  tho- 
racic duct  (surgical  and  non  surgical),  severe 
cough  and  hyperextension  of  the  spine. 

The  most  prominent  symptom  of  chylo- 
peritoneum is  an  enlarging  abdominal  girth 
(as  in  our  case)  which  is  sometimes  accompa- 
nied by  pain  and  is  then  identified  as  acute 
chylous  peritonitis  (4,  5).  This  entity  mani- 


fests with  nausea,  vomiting,  and  vague,  poorly 
localized,  colicky  pain.  Chylothorax  may  remain 
asymptomatic  or  cause  dyspnea  with  orthopnea 
and  shortness  of  breath  of  various  degrees  of  se- 
verity depending  on  the  amount  of  fluid  accu- 
mulated. 

The  diagnosis  of  both  entities  is  made  by 
examining  the  fluid  obtained  from  thoracente- 
sis and  paracentesis.  This  sample  should  have  a 
low  protein  concentration  with  high  lipid  and 
cholesterol  content  and  a definite  mononuclear 
cells  predominance.  A lymphangiogram  should 
be  performed  to  demonstrate  the  level  and  size 
of  the  fistulous  tract  as  well  as  to  show  the  pre- 
sence or  absence  of  obstruction  and  its  level. 
This  study  will  also  give  insight  as  to  the  nature 
of  the  obstruction  (6). 

Once  the  diagnosis  is  established,  the  pri- 
mary condition  (if  one  exists)  should  be  treated 
promptly.  However,  repeated  aspirations  and 
possibly  continuous  drainage  are  indicated  for 
chylothorax  as  long  as  the  daily  fluid  volume 
of  aspirate  decreases.  In  the  case  of  a trauma- 
tic chylothorax,  conservative  measures  as  stated 
may  prove  rewarding  without  the  need  for  a 
surgical  correction.  However,  if  conservative 
measures  fail,  thoracic  duct  ligation  is  recom- 
mended by  most  authors. 

Likewise,  repeated  paracentesis  may  be 
tried  in  chyloperitoneum  once  the  primary 
condition  has  been  properly  managed.  In  trau- 
matic chyloperitoneum,  surgical  repair  is  wa- 
rranted although  no  proven  method  of  treat- 
ment has  been  shown  to  give  satisfactory  re- 
sults as  those  usually  attained  with  the  surgical 
treatment  of  chylothorax. 

We  postulate  that  the  spilled  chyle  in  the 
peritoneum  was  most  likely  secondary  to  the 
surgical  trauma  received  by  the  cisterna  chyli 
at  the  time  of  the  aneurysmectomy  and  that 
the  chyle  found  its  way  to  the  pleural  cavity 
through  the  posterior  hiatus  of  the  diaphrag- 
matic crurae.  The  lymphangiogram  showed 
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no  evidence  of  obstruction  (neoplastic  or  other- 
wise) in  the  lymphatic  system  of  our  patient. 

Our  patient  probably  died  of  sudden 
pulmonary  emboli  since  the  heparinization 
had  to  be  discontinued  after  the  patient  de- 
veloped upper  gastrointestinal  bleeding.  Several 
other  factors  such  as  the  patient’s  age,  the  fact 
that  he  was  bedridden,  his  tense  abdominal  as- 
cites and  the  previous  vascular  surgery  , could 
all  have  collaborated  in  the  sequence  of  events 
which  propiciated  the  final  pathological  pro- 
cess which  overtook  the  patient.  However,  cre- 
dence must  be  given  to  the  possible  role  of  the 
lymphangiogram  with  complicating  pulmonary 
oil  emboli  and  deterioration  of  his  pulmonary 
function  in  the  ethiology  of  his  death  (7,  8). 

Conclusion 

We  have  presented  a case  of  unusually  rare 
sequelae  aortic  aneurysmectomy.  The  accumu- 
lation of  a large  volume  of  chyle  in  both  the 
peritoneal  and  pleural  cavities  is  shown  to  come 
from  a tear  in  the  cisterna  chyli  in  this  most  uni- 
que case. 
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THE  SURGICAL  TREATMENT  OF  DUODENAL  ULCER: 
RESULTS  IN  NINETY  SEVEN  CASES 

Manuel  E.  Lores,  MD  and  Pedro  J.  Rosselló,  MD 


Abstracto:  Durante  la  década  comprendida 

entre  enero  1968  y junio  de  1978,  97  pacientes 
con  úlcera  duodenal  fueron  sometidos  a tra- 
tamiento quirúrgico  en  el  Hospital  Universi- 
tario, realizándose  un  total  de  109  interven- 
ciones: 85  pacientes  recibieron  una  sola  ope- 
ración (87.6  por  ciento),  mientras  que  los  12 
restantes  hubieron  de  ser  reoperados  (12.4  por 
ciento).  Las  edades  de  los  pacientes  oscilaron 
entre  los  16  y 80  años,  con  un  promedio  de 
45  años.  De  los  97  procedimientos  primarios, 
27  fueron  realizados  por  intractabilidad  (27.8 
por  ciento),  29  por  hemorragia  (29.9  por  cien- 
to), 27  por  obstrucción  (27.8  por  ciento),  y los 
14  restantes  por  perforación  (14.4  por  ciento), 
para  un  total  de  74  intervenciones  electivas 
(76.3  por  ciento)  y 23  intervenciones  de  emer- 
gencia (23.7  por  ciento).  En  este  grupo  de  pa- 
cientes la  mortalidad  operatoria  fue  de  1.03 
por  ciento,  con  un  total  de  18  complicaciones 
tempranas  (18.55  por  ciento).  El  período  de 
seguimiento  oscila  entre  1 y 120  meses,  con 
un  promedio  de  18  meses.  Las  complicaciones 
tardías  registradas  son:  “Dumping”  en  tres  pa- 
cientes (3.09  por  ciento),  diarrea  post-vagoto- 
mía  en  tres  pacientes  (3.09  por  ciento),  gas- 
tritis por  reflujo  alcalino  en  dos  pacientes 
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(2.06  por  ciento),  y úlcera  recurrente  en  siete 
pacientes  (7.22  por  ciento).  Las  diferentes 
operaciones  realizadas  en  los  noventa  y siete 
pacientes  (97  procedimientos  primarios  y doce 
secundarios),  los  estudios  diagnósticos  y los 
resultados  obtenidos  son  discutidos. 

Abstract:  During  the  period  between  January 
1968  and  June  1978,  ninety  seven  patients 
with  duodenal  ulcer  were  submitted  to  surgical 
treatment  at  the  University  Hospital  of  the  Uni- 
versity of  Puerto  Rico  School  of  Medicine.  A 
total  of  one  hundred  nine  operations  were  per- 
formed: eighty  five  patients  underwent  a single 
operation  (87.6  percent)  while  the  remaining 
twelve  required  reoperation  (12.4  percent).  The 
age  ranges  from  sixteen  to  eighty  years  with 
an  average  age  of  forty  five  years.  Among  the 
ninety  seven  primary  procedures,  twenty  seven 
were  performed  for  intractability  (27.8  per- 
cent), twenty  nine  for  bleeding  (29.9  percent), 
twenty  seven  for  obstruction  (27.8  percent) 
and  fourteen  for  perforation  (14.4  percent), 
for  a total  of  seventy  four  elective  procedures 
(76.3  percent)  and  twenty  three  emergency 
operations  (23.7  percent).  The  operative  mor- 
tality was  1.03  percent,  with  a total  of  eighteen 
early  complications  (18.5  percent).  The  period 
of  follow-up  ranges  between  one  and  one  hun- 
dred twenty  months  with  an  average  of  eighteen 
months.  The  late  complications  observed  were: 
“Dumping”  in  three  patients  (3.09  percent), 
postvagotomy  diarrhea  in  three  patients  (3.09 
percent),  reflux  alkaline  gastritis  in  two  patients 
(2.06  p rcent)  and  recurrent  ulceration  in  seven 


59 


Bol.  Asoc.  Méd.  F.  Ki<tb 
Febrero  1979 


Surgical  Treatment  Duodenal  Ulcer 


60 


TABLE  I 


Age  Distribution 


Age 

Number 

10-19 

4 (4.1  percent) 

20-29 

15  (15.6  percent) 

30-39 

17  (17.5  percent) 

40-49 

22  (22.  7 percent) 

50-59 

21  (21.6  percent) 

60-69 

14  (14.4  percent) 

+ 70 

4 (4.1  percent) 

TOTALS 

97  (100  percent) 

patients  (7.22  percent).  The  different  operations 
performed  in  these  ninety  seven  patients,  the 
diagnostic  studies  and  the  results  obtained  are 
discussed. 

The  surgical  treatment  of  duodenal  ulcera- 
tion is  reserved  for  specific  complications  of 
this  disease,  namely  perforation,  hemorrhage, 
gastric  outlet  obstruction,  intractability  and 
recurrence  following  previous  surgery.  At  pre- 
sent there  are  several  acceptable  operations 
being  employed  to  control  the  complications 
of  duodenal  ulcer.  Included  among  these  stan- 
dard operations  are:  1)  Subtotal  gastrectomy; 
2)  Truncal  vagotomy  and  drainage;  3)  Truncal 
vagotomy  and  antrectomy;  4)  Selective  vago- 
tomy and  drainage;  5)  Selective  vagotomy  and 
antrectomy;  and  6)  Highly  selective  or  parietal 
cell  vagotomy. 

In  an  attempt  to  evaluate  the  results  of 
the  surgical  treatment  of  duodenal  ulcer  at  our 
institution,  the  following  study  was  undertaken. 


Materials  and  Methods 

The  clinical  records  of  all  patients  who  had  sur- 
gical intervention  for  duodenal  ulcer  disease  at  the 
University  Hospital  in  the  period  from  January  1968, 
through  June  1978,  were  requested  to  the  Record 
Room  Department  of  the  Puerto  Rico  Medical  Cen- 
ter. 

A total  of  97  patients  were  identified  who  were 
operated  for  duodenal  ulcer  complications. 

A retrospective  review  of  the  records  of  all  the 
97  patients  was  carried  out.  No  records  were  excluded. 

This  group  includes  only  staff  patients  at  the 
University  Hospital. 

Results 

The  age  ranges  from  sixteen  to  eighty  years 
with  an  average  age  of  forty  five  years.  The  grea- 
test number  twenty  two  (22.7  percent), were 
in  the  forty  to  forty  nine  year  age  group  (Table 
I).  The  male  to  female  ratio  was  4.1.  The  indi- 


61 


Volumen  71 
Núm.  2 


Manuel  E.  Lores,  MD,  et  al 


TABLE  II 


Primary  Procedures:  Indications  for  Surgery 


Intractability 

27 patients  (27.8  percent ) 

Bleeding 

29  patients  (29.9  percent) 

Obstruction 

27  patients  (27.8  percent) 

Perforation 

14  patients  (14.4  percent) 

TOTAL 

97  patients  (100  percent ) 

Elective 

74  patients  (76.3  percent) 

Emergency 

23  patients  (23. 7 percent) 

cations  for  operation  in  this  group  of  patients 
were  those  of  chronic  duodenal  ulcer  and  its 
complications  (Table  II).  A great  number  of 
patients  had  more  than  one  indication  for  sur- 
gery but  the  table  attempts  to  summarize  the 
principal  indications  which  brought  individual 
patients  to  definitive  surgical  treatment.  In- 
tractability was  defined  as  recurrent  or  persis- 
tent duodenal  ulcer  symptoms  with  pain,  re- 
fractory to  medical  management  over  at  least 
a one  year  period.  The  most  common  indica- 
tions was  bleeding  (29.9  percent)  including 
both  massive  or  recurrent  hemorrhage.  Obs- 
truction of  the  gastric  outlet,  was  responsible 
for  operation  in  27.8  percent,  intractability 
in  27.8  percent,  and  perforation  in  14.4  per- 
cent of  the  patients. 

A total  of  one  hundred  nine  surgical  pro- 
cedures were  performed  in  these  ninety  seven 
patients.  This  includes  ninety  seven  primary 
procedures  and  twelve  secondary  operations: 
seven  patients  for  recurrent  ulcer  (7.2  per- 
cent), and  five  patients  (5.2  percent)  for  per- 
sistent disease  a variable  length  of  time  after 


simple  closure  and  omentopexy  for  perfora- 
tion. Of  the  ninety  seven  primary  operations, 
seventy  four  were  performed  as  elective  pro- 
cedures (76.3  percent). 

Table  III  indicates  the  different  primary 
procedures  performed  according  to  the  indi- 
cations for  operation.  Truncal  vagotomy  and 
drainage  includes  both  pyloroplasty  and  an- 
trectomy in  forty  six  patients  (47.4  percent), 
which  was  also  the  most  common  procedure 
for  each  one  of  the  indications  except  for 
perforation.  Of  the  fourteen  patients  primarily 
treated  for  perforation,  eleven  were  handled 
by  simple  closure  and  omentopexy  while  the 
remaining  three  underwent  a definitive  pro- 
cedure. During  the  last  four  months  of  the 
period  included  in  this  series  we  begin,  at  our 
institution,  to  perform  the  most  recent  opera- 
tion in  the  evolution  of  duodenal  ulcer  surge- 
ry, the  highly  selective  or  parietal  cell  vago- 
tomy. Two  cases  are  included. 

Table  IV  summarizes  the  different  pre- 
operative diagnostic  studies  performed  ac- 
cording to  the  surgical  indications.  Among 
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TABLE  III 


Primary  Procedures:  Relationship  Between  Indications  for  Surgery  and  Operations  Performed 


Intractability 
(n  : 27) 

Bleeding 
(n  : 29) 

Obstruction 

(n:  27) 

Perforation 
(n  : 14) 

Total  (Percent) 

( n:  97) 

S.  G. 

5 

4 

5 

0 

14 

(14.4) 

T.  V.  D. 

5 

11 

7 

1 

24 

(24.  7) 

T.  V.  A. 

15 

14 

15 

2 

46 

(47.4) 

P.  C.  V. 

2 

0 

0 

0 

2 

(2.0) 

E.  L.  C.  0. 

0 

0 

0 

11 

11 

(11.3) 

S.  G.: 

Subtotal  Gastrectomy 

T.  V.  D.: 

Truncal  Vagotomy  and  Drainage 

T.  V.  A.: 

Truncal  Vagotomy  and  Antrectomy 

P.  C.  V.: 

Parietal  Cell  Vagotomy 

E.  L.  C.  0.: 

Exploratory  Laparotomy , Closure  of  Perforation,  Omentopexy. 

these,  the  contrast  X-ray  studies  of  the  sto- 
mach and  duodenum  was  most  commonly 
employed  (80.7  percent),  followed  by  endos- 
copic - fiberoptic  studies  (48.6  percent)  and 
finally  by  gastric  analysis  (12.8  percent). 

Follow-up  was  accomplished  by  direct 
evaluation  in  the  general  surgery  and/or  gas- 
troenterology clinics.  The  period  of  follow-up 
varies  between  one  and  one  hundred  twenty 
months  with  an  average  of  eighteen  months. 
Table  VI  shows  the  average  and  median  length 
of  follow-up  according  to  the  different  opera- 
tions performed. 

There  was  only  one  operative  death  in  this 
series  of  ninety  seven  patients  for  a mortality 
rate  of  1.03  percent  (Table  V).  This  single  mor- 
tality was  in  a sixty  nine  years  old  female  after 
an  elective  truncal  vagotomy,  antrectomy  and 
gastrojejunostomy  for  recurrent  episodes  of 
bleeding.  This  patient  developed  pulmonary 
embolism  on  the  fourth  post-operative  day, 


complicated  with  respiratory  failure  and  sepsis. 

Significant  nonfatal  post-operative  com- 
plications occurred  in  eighteen  patients  (18  5 
percent).  (Table  V).  Three  patients  had  blow 
out  of  the  duodenal  stump  with  subsequent 
sub  phrenic  and  wound  abscesses.  There  were 
no  other  instances  of  wound  or  intraabdominal 
infections.  Three  patients  suffered  an  introgenic 
laceration  of  the  spleen  during  the  operation 
(truncal  vagotomy)  requiring  incidental  splenec- 
tomy. 

Table  V shows  the  operative  mortality 
and  complications  according  to  the  different 
type  of  operation  performed.  As  previously 
mentioned  truncal  vagotomy  and  antrectomy 
was  the  most  common  operation  performed 
(forty  six  patients)  with  one  operative  death 
(2.1  percent)  and  fifteen  nonfatal  complications 
(32.6  percent). 

The  incidence  of  late  complications  is  sum- 
marized in  Table  VI.  Recurrent  ulcer  was  defi- 
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TABLE  IV 

Pre-OP  Studies 

Manuel  E. 

Lores,  MD,  et  al 

U.  G.  I.  S. 

Gastroscopy 

Gastric 

Analysis 

1)  Primary  Procedures  (Indications): 

a)  Intractability  ( n:27 ) 

27  (100) 

6 (22.22) 

3(11.11) 

b)  Bleeding  (n:29) 

22  (75.86) 

26  (89.65) 

2 (6.89) 

c)  Obstruction  (n:27) 

27  (100) 

12  (44.44) 

0 

d)  Perforation  (n:14) 

— 

— 

— 

Subtotal  (n:97) 

76  (78.35) 

44  (45.36) 

5 (5.15) 

2)  Secondary  Procedures: 

a)  Recurrent  Ulcer  (n:7) 

7 (100) 

6 (85. 71) 

6(85.71) 

b)  Status  post  perforation  ( n:5 ) 

5 (100) 

3(60) 

3(60) 

Subtotal  (n:12) 

12  (100) 

9 (75) 

9(75) 

TOTAL  (n:  109) 

88  (80. 73) 

53(48.62) 

14  (12.84) 

ned  as  persistence  of  ulceration  following  a 
definite  ulcer  operation,  ulceration  at  a new 
site  or  recurrence  after  an  interval  of  apparent 
complete  healing.  In  the  ninety  seven  patients 
who  were  studied  in  this  series,  seven  developed 
recurrent  duodenal  or  marginal  ulcer  (7.2  per- 
cent). All  of  these  patients  required  a secondary 
operation  for  treatment  of  the  marginal  ulcer. 
Of  fourteen  patients  with  primary  subtotal 
gastrectomy  two  developed  recurrent  ulceration 
(14.2  percent  incidence)  and  both  were  ma- 
naged with  truncal  vagotomy  as  a secondary 
procedure.  The  remaining  recurrences  occurred 
in  five  of  the  twenty  four  patients  who  were 
primarily  treated  with  a truncal  vagotomy 


and  drainage  procedure  (20.8  percent  inciden- 
ce of  recurrence);  three  underwent  repeat 
truncal  vagotomy  plus  antrectomy,  one  sub- 
total gastrectomy  and  the  last  one  repeat  trun- 
cal vagotomy  and  gastrojejunostomy  (Table 
VII).  All  of  these  patients  are  at  present  free 
of  disease. 

Five  of  the  eleven  patients  (45.5  percent) 
with  perforated  duodenal  ulcer  treated  prima- 
rily with  simple  closure  and  omentopexy,  had 
persistent  ulcer  symptoms  and  complications 
requiring  a secondary  procedure  for  definitive 
treatment  of  their  ulcer  diathesis.  Among  these 
five  patients,  one  had  eight  years  history  of 
duodenal  ulcer  disease  at  the  moment  of  per- 
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TABLE  V 


Operative  Mortality  and  Early  Complications 


S.G. 
(n:  14) 

T.  V.A. 

(n:46) 

T.  V.D. 
(n:24) 

P.  C.  V. 
(n;2) 

E.L.C.O. 

(n:110 

Total 

(n:97) 

Mortality 

0 

1 (2.17  percent) 

0 

0 

0 

1 (1.03  percent) 

Complications: 

Leakage  duodenal  stump 

... 

3 

2 

— 

3 

(3.09 

percent) 

Sub  phrenic  abscess 

— 

3 

- 

... 

3 

(3.09 

percent) 

Wound  infection 

-- 

3 

-- 

— 

3 

(3.09 

percent) 

Gastrointestinal  bleeding 

— 

1 

-- 

1 

2 

(2.06 

percent) 

Splenic  injury 

— 

1 

2 

... 

3 

(3.09 

percent) 

Pneumonia 

... 

1 

- 

— 

1 

(1.03 

percent) 

Pleura  effusion 

— 

1 

... 

— 

1 

(1.03 

percent) 

Pulmonary  embolism 

— 

1 

— 

-- 

— 

1 

(1.03 

percent) 

Urinary  tract  infection 

... 

1 

— 

— 

... 

1 

( 1.03 

percent) 

TOTAL 

0 

15  (32.6  percent) 

2 (8.33  percent)  0 

1 (9.09  percent) 

18  (18.56 

percent) 

S.  G .:  Subtotal  gastrectomy;  TVA : Truncal  vagotomy  and  antrectomy 

T.  V.  D.:  Truncal  vagotomy  and  drainage;  PCV:  Parietal  cell  vagotomy 

E.  L.  C.  0.:  Exploratory  laparotomy,  closure  of  perforation  and  omentopexy 


foration. 

Among  the  ninety  seven  patients,  three 
developed  the  clinical  symptoms  of  Dumping 
(3.09  percent):  one  after  subtotal  gastrectomy 
(7.1  percent),  one  after  truncal  vagotomy  and 
drainage  (4.2  percent)  and  the  last  one  after 
truncal  vagotomy  and  antrectomy  (2.2  per- 
cent). None  of  these  three  patients  has  re- 
quired surgical  intervention  to  alleviate  this 
condition,  all  being  controlled  by  diet  regula- 
tion (Table  VI). 

Diarrhea  was  present  in  four  patients 


of  the  series  (4.1  percent);  one  with  two  months 
previous  truncal  vagotomy  and  pyloroplasty 
and  three  with  truncal  vagotomy  and  antrec- 
tomy eight  months,  six  months  and  two  months 
previous  to  the  onset  of  this  complication. 
In  one  one  of  these  patients  (1.03  percent) 
this  complication  constituted  a serious  problem: 
a forty  five  y/o  male  patient  with  history  of 
chronic  duodenal  ulcer  and  obstruction  of  the 
gastric  outlet  who  underwent  a truncal  vago- 
tomy, antrectomy  and  gastrojejunostomy.  Six 
months  following  surgery  this  patient  developed 
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TABLE  VI 


Late  Complications 


S.  G. 

(ri:14) 

T.  V.D. 

(n:24) 

T.  V.A. 

(n:46) 

P.C.V. 

(n:2) 

E.L.C.O. 
(n:l  1) 

Recurrence  (percent) 

14.2 

20.8 

0 

0 

45.5 

Dumping  (percent) 

7.1 

4.2 

2.2 

0 

— 

Diarrhea  (percent) 

0 

4.2 

6.5 

0 

— 

Reflux  gastritis  (percent) 

0 

0 

4.3 

0 

— 

Length  of  follow-up  (months) 

A ver  age 

27.6 

18.1 

14.3 

1 

24.9 

Median 

11 

4 

8 

1 

12 

S.  G .: 

T.  V.  A.: 

E.  L.  C.  O.: 


Subtotal  gastrectomy;  T.  V.D.:  Truncal  vagotomy  and  drainage 
Truncal  vagotomy  and  antrectomy;  P.  C.  V.:  Parietal  cell  vagotomy 
Exploratory  laparotomy,  closure  of  perforation  and  omentopexy 


frequent  episodes  of  severe  diarrhea  with  limi- 
tation of  his  activities  secondary  to  many  epi- 
sodes of  dehydration.  Two  years  after  opera- 
tion he  was  brought  to  Emergency  Room  with 
severe  dehydration  and  electrolyte  imbalance, 
and  developed  cardiac  arrest  during  initial  re- 
sucitation.  An  autopsy  was  not  performed 
(Table  VI). 

Reflux  alkaline  gastritis  was  suspected 
clinically  and  corroborated  by  endoscopy 
in  two  patients  of  the  total  series  (2.06  per- 
cent). This  occurred  three  and  nine  months 
respectively  after  truncal  vagotomy,  antrec- 
tomy and  gastroduodenostomy,  and  truncal 
vagotomy,  antrectomy  and  gastrojejunos- 
tomy. Both  of  these  two  patients  are  under 
medical  and  diet  control  (Table  VI). 


Discussion 

The  vast  majority  of  patients  with  duo- 
denal ulcer  are  satisfactorily  managed  by  non- 
operative means.  Surgical  treatment  is  reserved 
for  the  complications  of  this  disease  and  will 
be  required  in  only  approximately  10  to  15 
percent  of  the  patients  (6).  Intractability  is 
the  most  common  complication  of  duodenal 
ulcer  disease  requiring  surgery,  being  reported 
in  most  series  as  responsible  for  operation  in 
50  to  60  percent  of  the  cases  (1,  2,  3,  6).  The 
reported  incidence  for  the  other  complications 
is  between  25  percent  - 30  percent  for  bleeding 
(1,  6);  between  15  percent  - 20  percent  for 
obstruction  of  the  gastric  outlet  and  approxi- 
mately 10  percent  for  perforation  (1,  2).  In 
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TABLE  VII 


Secondary  Procedures 


''^Initial 

Secondary 

S.  G. 

T.  V.  A. 

T.  V.  D. 

E.  L.  C.  0. 

S.  G. 

— 

— 

1 

— 

T.  V.  A. 

.... 

— 

3 

3 

T.  V.  D. 

— 

— 

1 

2 

Other 

2 

— 

— 

— 

TOTAL 

2 (14.2  percent ) 

— 

5 (20.8  percent ) 

5 (45.5  percent) 

S’.  G.: 

T.  V.  A.: 

T.  V.  D.- 
E.  L.  C.  O.: 


Subtotal  gastrectomy 

Truncal  vagotomy  and  antrectomy 

Truncal  vagotomy  and  drainage 

Exploratory  laparotomy,  closure  of  perforation  and  omentopexy 


our  series,  however,  the  most  common  indi- 
cation for  surgery  was  bleeding  (29.9  percent) 
followed  by  intractability  (27.8  percent)  and 
obstruction,  (27.8  percent).  We  think  that  the 
increased  incidence  of  obstruction  observed 
in  our  population  as  compared  with  the  above 
mentioned  series  may  be  attributed  to  two 
important  factors:  first,  a delay  in  seeking  me- 
dical assistance  in  the  great  majority  of  our  pa- 
tients, and  second,  a further  delay  in  referral 
of  patients  with  chronicity  of  symptoms  on 
medical  treatment,  for  possible  surgical  inter- 
vention. This  would  result  in  a higher  number 
of  patients  presenting  for  surgical  treatment 
with  the  more  severe  complication  of  gastric 
outlet  obstruction,  and  a lower  number  pre- 
senting with  intractability. 

Our  incidence  in  bleeding  (29.9  percent) 
and  perforation  (14.4  percent)  as  indications 


for  surgery  are  similar  to  that  reported  in  the 
aforementioned  series  (1,  2,  3,  6). 

The  primary  surgical  procedures  perfor- 
med in  these  series  are  all  accepted  operations 
employed  to  control  duodenal  ulcer  complica- 
tions. Among  these,  the  combined  procedure 
consisting  of  truncal  vagotomy  and  antrectomy 
was  the  most  commonly  employed.  Appraised 
from  the  viewpoint  of  physiology,  this  opera- 
tion eliminates  both  the  cephalic  and  humoral 
phases  of  gastric  secretion,  but  preserves  fifty 
to  sixty  percent  of  the  gastric  reservoir.  From 
the  pathologic  point  of  view,  the  operation 
may  be  applied  to  any  of  the  complications 
of  duodenal  ulcer.  Unquestionably  this  com- 
bined procedure  has  resulted  in  the  lowest 
incidence  of  recurrent  ulceration  among  any 
of  the  operations  in  current  use  (0-4  percent) 
(7).  However,  this  operation  is  not  free  of 
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mortality  (0-2  percent)  and  is  associated  with 
a considerable  incidence  of  troublesome  late 
complications  such  as  dumping  (17-27  per- 
cent), diarrhea  (1-22  percent)  and  reflux  alka- 
line gastritis  (4  percent)  (7).  In  our  series  the 

single  operative  mortality  occurred  after  an 
elective  truncal  vagotomy  and  antrectomy 
for  a specific  operative  mortality  of  2.1  per- 
cent for  this  procedure.  The  late  complica- 
tions observed  after  truncal  vagotomy  and 
antrectomy  were  dumping  in  2.2  percent, 
diarrhea  in  6.5  percent  and  reflux  alkaline 
gastritis  in  4.3  percent  during  an  average  fol- 
low-up period  of  14.3  months.  These  values 
are  in  agreement  with  those  reported  by  Thomp- 
son in  his  evaluation  of  the  post-operative 
results  of  different  operations  for  duodenal 
ulcer  (7).  However,  both  subtotal  gastrectomy 
and  truncal  vagotomy  and  drainage,  which 
includes  either  pyloroplasty  or  gastrojejunos- 
tomy, have  a higher  recurrence  rate,  14.2 
percent  and  20.8  percent  respectively,  than 
that  reported  in  the  above  mentioned  study 
(7).  The  incidence  of  dumping  and  diarrhea 
was  similar  to  that  reported  after  these  opera- 
tions (7). 

We  have  had  fourteen  patients  with  per- 
foration of  their  duodenal  ulcer.  In  the  ma- 
nagement of  these  patients  one  should  con- 
sider that  with  acute  ulcers  the  chance  of 
complete  healing  after  simple  closure  of  per- 
foration is  good  and  possibly  no  further  ope- 
rative therapy  is  necessary.  However,  the  prog- 
nosis for  ongoing  symptoms  after  perforation 
of  a chronic  ulcer  are  much  worse,  with  about 
70  percent  remaining  symptomatic,  and  about 
half  of  these  requiring  definitive  surgery  (6).  In 
spite  of  history  of  chronicity  of  their  ulcers  in 
all  of  our  fourteen  patients  with  perforation, 
only  three  were  managed  by  an  initial  definitive 
operation,  while  the  remaining  eleven  under- 
went simple  closure  and  omentopexy  because 
of  gross  contamination  of  the  abdominal  cavi- 
ty and/or  severe,  acutely-ill  hypovolemic  pa- 


tients. Of  these  eleven  patients  with  perforation 
initially  managed  by  simple  closure  and  omento- 
pexy, 5 (45.5  percent)  required  further  surgical 
treatment  with  a definitive  procedure  for 
control  of  their  duodenal  ulcer  disease.  This 
number  is  in  accordance  with  the  above  men- 
tioned data  (6). 

As  previously  mentioned  in  this  paper, 
during  the  last  months  included  in  this  study, 
two  patients  underwent  highly  selective,  supra- 
selective,  or  parietal  cell  vagotomy.  This  opera- 
tion is  based  on  a very  specific  denervation 
limited  to  the  acid  secreting  portion  of  the 
stomach,  the  parietal  cell  mass,  with  preserva- 
tion of  the  antral  pump  motor  function  (10). 
It  therefore  obviates  the  need  for  either  resec- 
tion or  compensatory  drainage  procedures. 
The  advantages  of  such  an  operation  is  the 
suppression  of  gastric  acid  secretion  without 
the  need  to  enter  the  lumen  of  the  gastro- 
intestinal tract,  without  significant  alteration 
in  gastric  motor  activity  and  without  the  higher 
operative  risks  and  the  post-operative  late 
complications  of  the  other  types  of  vagotomy. 

Evidence  concerning  the  efficacy  of  this 
new  operation  in  the  control  of  duodenal 
ulcer  disease,  with  an  acceptable  recurrence 
rate,  near  zero  mortality  and  low  incidence 
of  late  complications,  is  at  present  well  docu- 
mented in  several  clinical  series  (8,  9,  10). 
However,  the  maximum  length  of  follow-up 
is  perhaps  too  short  at  present,  so  that  the 
true  incidence  of  recurrence  after  this  proce- 
dure will  require  further  confirmation.  We 
favor  this  procedure  in  those  patients  referred 
to  surgery  because  intractability  and  those 
patients  with  perforation  and  history  of  chronic 
duodenal  ulcer  disease.  Probably  the  rare  pedia- 
tric patient  requiring  surgery  for  chronic  duo- 
denal ulcer  disease  will  also  benefit  more  from 
this  procedure  than  from  other  available  opera- 
tions. There  is  however  at  present  no  clinical  or 
experimental  data  demonstrating  the  effect  of 
this  operation  in  the  surgical  management  of 
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duodenal  ulcer  disease  in  children. 

These  results  show  that  each  of  these 
operations  have  some  advantages  and  some 
disadvantages  and  that  they  should  be  tailored 
to  the  individual  patient.  In  cases  where  preven- 
tion of  recurrence  is  of  utmost  importance  and 
where  the  patient  is  a good  surgical  risk,  vago- 
tomy and  antrectomy  offers  the  best  choice. 
However,  where  considerations  of  mortality 
and  late  complications  are  uppermost,  this 
would  be  a less  desirable  operation,  and  pos- 
sibly a vagotomy  and  drainage  procedure  better 
suited  for  this  condition. 

We  believe  that  the  high  incidence  of  re- 
operation needed  after  simple  closure  and 
omentopexy  in  cases  of  perforation  argue  for 
the  use  of  an  added  definitive  procedure  at 
the  time  of  closure.  Although  we  have  no  data 
to  support  this,  the  highly  selective  vagotomy, 
with  its  low  mortality  and  complications,  ap- 
pears to  be  ideally  suited  for  this  complication. 
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BRIEF  COMMUNICATION: 

NEVUS  UNIS  LATERIS  AND  KLIPPEL  TRENAUNAY- WEBER 
SYNDROME  WITH  THE  STURGE  WEBER  ANOMALADY 
IN  A CONSANGUINEOUS  PUERTO  RICAN  FAMILY 

L.  R.  Rivera-Reyes,  MD  and  M.  A.  Toro-Solá,  MD 


Summary:  The  occurrence  of  Klippel-Trenau- 
nay-Weber  syndrome  with  the  Sturge  Weber  ano- 
malady  in  a female  and  Nevus  Unis  Lateris  in 
a male  of  a Puerto  Rican  consanguineous  family 
is  reported.  These  entities  have  been  considered 
sporadic.  It  is  our  purpose  to  report  this  unusual 
pedigree  and  encourage  other  reports  in  order 
to  further  delineate  any  genetic  association. 


Neurocutaneous  disorders  of  dysgenesis 
include  such  syndromes  as  neurofibromatosis 
(Von  Recklinghausen  disease),  trigeminal  en- 
cephaloangiomatosis  (Sturge  Weber  anomalady), 
tuberous  sclerosis  (Bourneville’s  Lindau-Von 
Hippel  disease)  and  ataxia  telangiectasia.  These 
syndromes  may  be  present  as  mixed  or  incom- 
plete entities  and  within  one  syndrome  there 
may  be  a wide  spectrum  of  diseases. 

There  has  been  no  case  report  to  our  know- 
ledge of  Nevus  Unis  Lateris  and  Sturge  Weber 
anomalady  occurring  in  the  same  pedigree.  It 
is  our  purpose  to  report  such  a finding. 

Case  Report 

Case  1.  I.  C.  is  a 2 years-9  months  old  female 
product  of  a term  uncomplicated  gestation.  Cutaneous 
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nevus  flammeus  were  noted  at  birth  on  face,  eyelids, 
neck,  back  and  arms.  Birth  weight  was  2,032  gm.  Mul- 
tiple focal  motor  left-sided  seizures  developed  when  she 
was  ten  days  old  and  as  many  as  one  hundred  occurred 
during  her  first  month.  Psychomotor  development  has 
been  retarded.  A Denver  Developmental  Screening  Test 
was  at  an  eleven  months’  level. 

Physical  examination  disclosed  asymmetry  of  the 
head  with  parietal  protrusion  and  macrocephaly.  A large 
port-wine  hemangioma  covered  the  upper  three  fourths 
of  her  face  and  head.  She  had  blue  sclerae,  nevus  flam- 
meus of  both  eyelids  with  epibulbar  nevi  of  the  sclerae. 
The  hemiparesis  of  the  left  side  was  more  marked  in  the 
upper  extremity  and  the  patient  was  unable  to  walk. 
Edema  of  the  dorsum  of  the  hands  was  present  bila- 
terally. 

Case  2.  G.  C.,  a 3 years  old  male  referred  to  us  for 
evaluation  of  a “protrusion  on  his  head”,  was  born  to  a 
20  year  old  female  after  an  uncomplicated  term  preg- 
nancy and  uneventful  delivery.  Birth  weight  was  2,500 
gm.  Hyperpigmented  zones  without  vesicles  were  noted 
at  birth  on  the  left  side  of  his  body.  Psychomotor  de- 
velopment was  normal.  Physical  examination  disclosed 
a normocephalic  head  with  bulging  of  the  left  parietal 
skull.  A midline  left-sided  hyperpigmentation  of  the 
trunk  and  lower  extremity  was  present.  Noticeable 
was  a slight  asymmetry  of  the  same  side.  The  skin  of 
the  lower  extremity  was  lichenified  and  dry.  The  rest 
of  the  physical  and  neurologic  examination  was  normal 

(Fig.  1). 

Because  of  his  asymmetry  and  its  association 
with  Wilm’s  tumor  an  IVP  was  done  and  found  normal. 

Skin  biopsy  (Fig.  2)  disclosed  loosely  hyper- 
keratotic  stratum  corneum.  In  some  areas  of  the  stra- 
tum Malphigi,  deep  plugs  formed.  This  stratum  revealed 
regular  acanthosis  and  hyperpigmentation  of  the  basal 
cells.  The  prickle  cell  layer  appeared  clumped  with 
large,  pale  nuclei  and  some  with  a perinuclear  halo. 
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Figure  1:  Midline  hyperpigmentation  of  trunk  and  lower 
extremity.  F igure  2:  Skin  biopsy. 


There  were  no  remarkable  changes  in  the  corium. 
A diagnosis  of  Nevus  Unis  Lateris  was  made. 

A family  pedigree  is  seen  in  Fig.3. 

Discussion 

Sturge  Weber  anomalady  is  characterized 
by  a port-wine  stain  or  nevus  flammeus  of  the 
face  with  angiomatosis  of  the  cerebral  lepto- 
meninges  with  extensive  calcifications  of  the 
underlying  cerebral  cortex  of  the  same  side 
(1,  2,  3).  These  patients  exhibit  mental  retar- 
dation of  varying  degrees  and  hemaparesis  with 
seizures  opposite  to  the  angiomas.  Radiogra- 


phic evaluation  of  the  skull  shows  intracere- 
bral calcifications  with  characteristic  double 
contour  localized  preferentially  in  the  parieto- 
occipital areas.  Simple  glaucoma  or  buphthalmos 
is  noticeable  in  one  third  of  cases  possibly  due 
to  vascular  abnormalities  of  the  choroid. 

Klippel-Trenaunay-Weber  syndrome  inclu- 
des asymmetric  limb  hypertrophy  with  heman- 
giomata. Stephan  et  al  (4)  recently  described 
three  patients  with  the  syndrome  plus  the 
Sturge  Weber  anomalady. 

Nevus  Unis  Lateris  is  included  in  the  group 
of  neurocutaneous  syndromes  because  in  a subs- 
tantial number  of  patients  the  nervous  system 
is  affected  (5).  The  entity  was  originally  des- 
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cribed  by  Von  Baenesprung  (6)  and  is  charac- 
terized by  a linear  group  of  light  to  dark  brown 
papules  clearly  raised  above  the  skin  surface 
(7).  Most  commonly  the  lesions  are  noted  at 
birth,  have  normal  surrounding  skin  and  show 
no  predilection  of  site.  The  principal  histologic 
abnormalities  consist  of  hyperkeratosis,  pa- 
pillomatosis and  acanthosis  of  the  epidermis. 
The  dermis  and  subcutaneous  tissues  are  slightly 
affected  (7).  The  neurological  complications  of 
Nevus  Unis  Lateris  have  been  reviewed  by  Hol- 
den and  Dekaban  (5)  and  include  mental  retar- 
dation and  epilepsy.  A brain  tumor  has  been 
recently  reported. 

Nevus  Unis  Lateris,  Klipple-Trenaunay- 
Weber  and  Sturge  Weber  anomalady  have  been 
considered  non  genetic  in  origin.  All  have  been 
sporadic,  although  family  members  in  the  Sturge 
Weber  anomalady  may  occasionally  have  he- 
mangiomata of  varying  degrees  (8).  Inbreeding 
in  this  pedigree  is  striking  and  prompted  our 
report  hoping  that  as  more  cases  are  reported, 
a detailed  family  history  may  help  elucidate 


if  these  neurocutaneous  syndromes  have  a gene- 
tic basis. 
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POST  TRAUMATIC  ANEURYSMS  OF  THE  THORACIC  AORTA: 
TWO  CASES  RESECTED  SUCCESSFULLY 

Efraín  A.  Defendini,  MD  and  Julio  C.  Medina,  MS  III 


Resumen:  A pesar  de  que  es  raro  ver  sobre- 
vivientes sin  tratamiento  alguno  de  una  rotura 
de  la  aorta  torácica  ocasionalmente  algunos 
sobreviven  y forman  una  aneurisma  que  de 
no  ser  extirpada  eventualmente  se  rompe. 
Se  enfatiza  el  reconocimiento  y manejo  tem- 
prano de  la  rotura  aguda  de  la  aorta  torácica. 
Se  señala  que  cuando  hay  historial  de  acciden- 
te por  deceleración  asociado  a un  ensancha- 
miento del  mediastino  por  placas  se  debe  hacer 
la  aortografía  torácica.  Se  confirma  una  vez 
más  que  la  resección  se  puede  hacer  fácilmente 
con  un  riesgo  relativamente  bajo.  Se  presentan 
dos  casos  con  una  historia  previa  de  un  acci- 
dente por  deceleración  muchos  años  antes  de 
encontrarse  que  tenían  una  aneurisma  de  la 
aorta  torácica  descendente. 

We  report  our  experience  with  two  pa- 
tients suffering  from  post  traumatic  thoracic 
aortic  aneurysms  discovered  many  years  after 
the  initial  injury.  Both  patients  had  been  hos- 
pitalized and  studied  radiologically  at  the  time 
of  injury.  The  diagnosis  of  aortic  rupture  was 
missed.  Resection  of  these  potentially  lethal 
lesions  was  followed  by  uneventful  recovery. 


From  the  Department  of  Surgery,  Pavia  Hospital  and 
Department  of  Surgery, University  of  Puerto  Rico  School  of 
Medicine,  San  Juan,  Puerto  Rico. 

Presented  at  the  meeting  of  the  Puerto  Rico  Medical 
Association,  November  9,  1977,  San  Juan,  Puerto  Rico. 


Case  Reports 

Case  1 - JSP  - A 34-year  old  man  was  involved 
in  a car  collision  in  October  1958,  following  which 
he  was  hospitalized  for  twenty  two  days  because  of 
chest  pain,  hemoptysis,  rib  fractures,  pneumothorax 
and  hematuria.  After  discharge,  he  did  well  except 
for  occasional  flank  discomfort.  In  1970,  and  because 
of  increasing  pain,  he  underwent  intravenous  pyelo- 
graphy which  showed  a right  ureteropelvic  obstruc- 
tion. A routine  chest  film  taken  at  this  time,  showed 
a left  mediastinal  shadow  suggestive  of  thoracic  aortic 
aneurysm.  Aortography  demonstrated  a localized 
aneurysm al  dilatation  of  the  aorta,  just  distal  to  the 
subclavian  artery.  Approximately  two  weeks  after  the 
study,  and  employing  femoro-femoral  bypass,  the 
aneurysm  was  resected.  End  to  end  anastomosis  was 
possible.  The  post-operative  course  was  smooth  and 
he  has  remained  well. 


Case  2 - VGR  - A 38-year  old  man  was  involved 
in  a car  collision  in  1960.  He  suffered  a steering  wheel 
injury.  Ten  years  after  the  accident  he  had  a chest  film 
taken  and  was  told  he  had  “an  aneurysm  of  the  tho- 
racic aorta”.  Two  years  later  he  was  referred  to  us  be- 
cause of  mild  dyspnea  on  exertion  associated  with  a dry 
cough  and  an  increase  in  the  size  of  the  radiographic 
shadow  (Fig.  1). 

In  November  1972  an  aortogram  showed  a sac- 
cular aneurysm  of  the  descending  thoracic  aorta  about 
2 cm  distal  to  the  left  subclavian  artery  (Fig.  2).  The 
aneurysm  was  resected  and  replaced  with  a woven 
dacron  graft  utilizing  left  atrial  to  left  femoral  artery 
bypass.  The  wall  of  the  aneurysm  was  partially  cal- 
cified. The  postoperative  course  was  smooth  except 
for  transient  left  recurrent  laryngeal  nerve  palsy.  He  has 
continued  to  do  well. 
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Figure  1 : Chest  film  suggestive  of  a thoracic  aortic 
aneurysm. 


Discussion 

The  aorta  becomes  a relatively  fixed 
structure  at  the  isthmus  and  then  is  tethered 
to  the  posterior  thoracic  wall  by  its  intercos- 
tal arteries.  This  anatomical  circumstances 
prevents  forward  movement  of  the  vessel  upon 
sudden  anterior  deceleration.  The  arch  seg- 
ment and  the  root  and  ascending  portions  are 
more  movable  and  may  tend  to  follow  the 
heart  against  the  sternum  and  into  the  left 
chest.  This  produces  shearing  and  bending 
stresses  at  the  critical  isthmic  site  and  these 
forces,  may  in  turn  be  accentuated  by  the 
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change  in  physical  properties  of  the  column 
of  blood  subjected  to  extreme  compression. 
Experimental  work  has  shown  that  a sudden 
stop  at  speeds  of  25  mph  may  produce  pres- 
sures of  over  2,000  mm  Hg  in  the  aorta.  The 
favoured  site  for  tear  of  the  internal  and  elastic 
layers  of  the  aortic  wall  is  just  distal  to  the 
origin  of  the  left  subclavian  artery.  Without 
a doubt  our  two  cases  suffered  this  injury  at 
the  time  of  their  respective  automobile  ac- 
cidents (1). 

Approximately  80  percent  of  aortic  rup- 
ture at  the  isthmus,  die  before  they  reach  a 
hospital.  The  remaining  20  percent  maintain 
aortic  continuity  through  preservation  of  the 
outer  elastic  lamellae,  the  adventitia,  or  the 
apposition  of  contiguous  mediastinal,  fat  and 
pleural  layers.  The  aorta  may  rupture  later 
causing  death  from  a few  hours  to  a few  weeks, 
unless  the  lesion  is  recognized  and  prompt 
repair  is  performed  (2,  3). 

Very  few  cases  survive  and  develop  chro- 
nic aneurysms  of  the  type  reported  here.  These 
have  been  shown  to  be  extremely  unstable  le- 
sions in  spite  of  reports  to  the  contrary  (4). 
Sudden  death  is  a common  issue,  and  results 
from  rupture  into  the  left  pleural  cavity,  the 
left  bronchus  or  the  esophagus  (2,  3,  5). 

With  the  increasing  number  of  automobile 
accidents  reported  in  Puerto  Rico  every  year 
it  is  important  to  keep  in  mind  this  condition 
with  its  deceptive  initial  clinical  findings  and 
its  lethal  potential  if  it  remains  undiagnosed. 
External  evidence  of  trauma  may  be  trivial 
and  disparity  in  radial  pulses  or  a left  hemo- 
thorax may  or  may  not  be  present. 

The  most  constant  finding  is  a widening 
of  the  mediastinum.  Persons  who  have  suf- 
fered a steering  wheel  injury  should  have  ini- 
tial and  then  serial  X-ray  studies  to  detect 
late  hematoma  or  aneurysmal  formation. 
If  there  is  any  suggestion  of  widening  of  the 
upper  mediastinum  a thoracic  aortogram  should 
be  performed  as  this  will  establish  a definite 
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Figure  2:  A)  Aortogram  confirming  the  presence 
of  a thoracic  aortic  aneurysm.  B)  Aortogram  showing 
a saccular  aneurysm  of  the  descending  thoracic  aorta 
about  2cm  distal  to  the  left  subclavian  artery. 


diagnosis  (2,  4,  5,  6). 

The  advisability  of  performing  yearly 
chest  films  are  illustrated  by  these  two  cases 
in  whom  initial  studies  were  termed  negative. 
In  our  first  case  the  accident  occurred  while 
driving  a car  during  working  hours  and  the 
late  recognition  of  the  lesion  meant  financial 
compensation  by  The  Commonwealth  Insur- 
ance Fund. 

The  evidence  gleaned  from  the  literature 
and  the  two  cases  presented,  favor  an  aggres- 
sive approach  in  the  early  or  late  handling  of 
rupture  of  the  aorta  or  post  traumatic  aneurysm 


of  this  vessel.  A plea  is  made  for  early  efforts 
at  diagnosis  and  continued  evaluation  and 
follow  up  of  persons  involved  in  accidents 
producing  sudden  frontal  deceleration  (7). 
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EDITORIAL 


TRAUMATIC  CARDIOVASCULAR  DISEASE 


Traumatic  injuries  constitute  one  of  the  major  causes  of  morbidity  and  mortality  in  our  society. 
Violent  injuries  now  accou  nt  for  the  majority  of  deaths  among  persons  below  44  years  of  age.  Chest 
injuries  are  directly  responsible  for  over  25  percent  of  the  52  to  60  thousand  fatalities  that  result 
from  automobile  accidents  annually  and  contributes  significantly  to  another  25  percent  of  these 
deaths  in  the  U.  S.  In  most  hospitals  about  2/3  of  the  severe  non-penetrating  thoracic  injuries  are 
due  to  traffic  accidents.  The  magnitude  of  this  problem  is  not  less  in  Puerto  Rico.  During  fiscal 
year  1977-78  there  were  47,564  injured  persons  and  547  deaths  in  automobile  accidents  reported 
to  the  ACAA.  The  total  costs  incurred  by  this  agency  were  around  $30  million,  most  of  which  (95 
percent)  were  for  medical  and  hospital  services  or  incapacity. 

Penetrating  and  non-penetrating  trauma  may  involve  any  of  the  cardiac  structures  (free  ven- 
tricular walls,  septum,  papillary  muscles,  chordae,  valves  or  conductive  tissue ),  thus  producing  a 
diverse  number  of  lesions  such  as  aneurysms,  pseudoaneurysms,  free  wall  or  septal  ruptures,  valve 
incompetence,  coronary  and  pericardial  lesions  and  conduction  defects. 

In  the  consideration  of  the  sequelae  of  injury  to  various  organs  systems,  cardiac  damage  accounts 
for  one  of  the  leading  causes  of  death  in  traumatic  injuries  and  represents  the  commonest  unsuspec- 
ted visceral  injury  responsible  for  death  in  fatally  injured  patients.  Cardiac  injury,  particularly  from 
blunt  trauma,  is  often  overshadowed  by  the  more  overt  manifestations  of  cerebral,  abdominal  or 
musculoskeletal  trauma,  thus  making  the  diagnosis  difficult.  Under  these  circumstances,  the  more 
subtle  aspect  of  cardiac  injury  remains  unnoticed,  occasionally  becoming  manifest  in  a catastrophic 
manner  days,  months  or  even  many  years  later.  The  more  serious  injuries  of  the  heart  and  great 
vessels  may  not  be  clearly  evident  initially,  and  unless  sought  out  by  appropriate  clinical  evaluation, 
the  diagnosis  will  be  frequently  overlooked. 

In  this  issue  of  the  Bulletin,  Defendini  and  Medina  report  on  two  cases  of  traumatic  aneurysm 
of  the  aorta  successfully  operated  12  years  after  the  injury.  These  two  cases  illustrate  several  of  the 
most  important  aspects  of  cardiovascular  trauma.  First,  the  difficulty  in  recognizing  them  during 
the  acute  stage.  Second,  even  though  its  sequelae  may  be  stable  for  long  periods  of  time,  their  life 
threatening  potential  is  always  present  as  exemplified  by  the  second  case  that  presented  with  an 
enlarging  radiographic  shadow.  Third,  with  the  modern  surgical  techniques,  many  of  these  lesions 
are  ammenable  and  frequently  curable  by  surgery. 

An  effective  battle  against  this  problem  will  have  to  be  held  in  two  fronts.  During  the  acute 
stage,  specialized  trauma  units  appear  to  be  the  most  effective  means  of  dealing  with  the  problem. 
The  late  sequelae  (“chronic  stage’’)  should  be  recognized  by  its  different  cardiovascular  manifestá- 
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tions.  Whenever  a structural  cardiac  defect  is  found  that  cannot  be  accounted  for  by  the  usual  pre- 
disposing or  causative  conditions,  a history  of  any  chest  trauma  should  be  sought.  In  both  instan- 
ces (acute  and  chronic  stage),  a high  index  of  suspicion  is  the  mainstay  of  the  diagnosis. 


Edgardo  Hernández  López,  MD,  FACC 
Guillermo  Cintrón,  MD,  FACC 

Cardiology  Section 
Veterans  Administration  Hospital 
San  Juan,  Puerto  Rico 
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units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 
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prevent  bacterial  contamina- 
tion in  bums,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 
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infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTfONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


RESUMENES 


SHOULD  LIDOCAINE  BE  ADMINISTERED 
ROUTINELY  TO  ALL  PATIENTS  AFTER 
ACUTE  MYOCARDIAL  INFARCTION? 

Harrison,  D.  C.,  Circulation  58:  581,  1978. 

En  este  editorial  el  Dr.  Harrison  de  Stanford 
repasa  la  evidencia  favoreciendo  el  uso  rutinario  de 
lidocaina  endovenosa  como  profilaxis  antiarritmica 
en  infarto  agudo.  La  evidencia  indica  que  fibrilación 
ventricular  primaria  continúa  siendo  un  problema. 
Se  recomienda  una  dosis  inicial  de  200mg  de  xylo- 
caina  IV  en  dos  o más  dosis  divididas  seguida  de  una 
infusión  a 2mg/min  mantenida  por  un  regulador  auto- 
mático. Esta  dosis  debe  modificarse  en  pacientes  con 
enfermedades  hepáticas,  fallo  congestivo  severo  y 
pacientes  mayores  de  70  años.  Esta  terapia  está  in- 
dicada en  las  primeras  24-36  horas  de  infarto. 


ENFERMEDADES  CAUSADAS  POR  VIBRIOS 
MARINOS:  CARACTERISTICAS  CLINICAS 
Y EPIDEMIOLOGIA 

Blake,  P.,  Merson,  M.  H.,  Weaver,  R.  E.,  et  al:  N Engl  J Med 
300:  1-5,  1979. 

Los  vibrios  marinos  que  fermentan  lactosa  pueden 
causar  infección.  Hay  dos  patrones  principales,  ambos 
ocurren  mayormente  en  varones  mayores  de  40  años, 
en  épocas  del  año  donde  las  personas  participan  en  ac- 
tividades en  la  playa  e ingieren  mariscos.  Las  infecciones 
de  heridas  causadas  por  Vibirios  lact  + ocurren  después 
de  estar  en  contacto  con  agua  de  mar  o con  cangrejos 
marinos,  en  personas  saludables  y puede  progresar  a 
septicemia  y muerte.  Septicemias  primarias  ocurren 


en  personas  sin  foco  primario  aparente  que  se  infectan 
comiendo  mariscos  crudos  como  son  las  ostras,  y mayor- 
mente en  personas  con  enfermedad  hepática  previa  y 
la  mitad  muere.  Los  médicos  deben  sospechar  esta  in- 
fección en  pacientes  con  heridas  infectadas  adquiridas 
en  el  mar  o en  pacientes  con  septicemias  después  de 
ingerir  mariscos  crudos.  Estos  Vibrios  lact  + son  sus- 
ceptibles a ampicilina,  carbenicilina,  cefalotina,  cloran- 
fenicol,  gentamicina  y tetraciclina.  El  manejo  debe 
incluir  limpieza  quirúrgica  y antibióticos. 


PREVALENCE  OF  RIGHT  VENTRICULAR 
INVOLVEMENT  IN  INFERIOR  WALL  IN- 
FARCTION ASSESSED  WITH  MYOCARDIAL 
IMAGING  WITH  THALLIUM  201  AND  TECH 
NETIUM  99M  PHYROPHOSPHATE 

Wackers  et  al,  Amer.  J.  Card.  42:  358,  1978 

Seventy-eight  consecutive  patients  with  an  acute 
inferior  wall  myocardial  infarction  were  studied  with 
Thallium-201  and  Technetium  - 99M  pyrophosphate 
in  order  to  detect  the  presence  of  infarction  of  the 
right  ventricle.  Right  ventricular  involvement  occurred 
in  37.5  percent  of  the  study  group.  The  classical  signs 
of  right  ventricular  failure  were  not  present  in  any 
of  the  patients  studied.  There  was  no  difference  in 
mortality  or  occurrence  of  cardiogenic  shock  between 
those  with  or  without  right  ventricular  infarction.  The 
authors  concluded  that  right  ventricular  infarction 
occurs  rather  frequently  in  patients  with  acute  inferior 
wall  infarction.  They  also  suggest  that  the  extent  of 
right  ventricular  damage  determines  the  presence  or  ab- 
sence of  typical  clinical  symptoms. 
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Resúmenes 


PNEUMOCOCOS  CON  RESISTENCIA  A PE- 
NICILINA 

Jacobs,  M.,  Koornhopf,  H.  J.,  Robins-Browne,  R.  M.,  et  al. 
New  Engl  J Med  299:  735-740,  1978. 

Pneumococos  resistentes  a más  de  2 microgramos 
por  mililitro  de  penicilina  no  se  habán  aislado  clínica- 
mente hasta  recientemente.  En  1977  se  aislaron  en 
Johannesburg,  Africa  del  Sur,  cepas  de  pneumococos 
resistentes  a penicilina  de  los  serotipos  6A  y 19A.  Se 
encontró  que  29  por  ciento  de  543  pacientes  pediá- 
tricos y 2 por  ciento  del  personal  del  hospital  tenía 
estos  organismos.  Las  cepas  19A  se  encontraron  ser 
multiresistentes  a penicilinas,  cefalosporinas,  eritro- 
micina,  clindamicina,  tetraciclina  y cloramfenicol.  Al 
surgir  estas  cepas  resistentes  vemos  la  posibilidad  de 
que  se  encuentren  en  otros  países  y lugares  y el  po- 
tencial de  poder  hacer  cambiar  el  uso  de  antibióticos 
en  infecciones  pneumocócicas.  El  uso  de  la  vacuna 
actual  protegería  a los  pacientes  por  su  inmunidad 
cruzada  con  estos  dos  serotipos.  Todos  los  laborato- 
rios deben  de  estar  preparados  para  detectar  resis- 
tencia a penicilina  con  una  modificación  del  método 
de  Kirby-Bauer;  las  cepas  con  zonas  de  inhibición 
de  35mm  alrededor  del  disco  de  6mg  de  penicilina 
o de  25mm  alrededor  del  disco  de  5mg  de  meticilina 
deben  de  separarse  y determinársele  la  concentración 
mínima  inhibitora  de  penicilina  para  esa  cepa. 


TRATAMIENTOS  DE  OXIGENO  EN  PA 
CIENTES  NO  HOSPITALIZADOS  CON  EN- 
FERMEDAD OBSTRUCTIVA  SEVERA  DEL 
PULMON 

Ramón  E.  Figueroa  Lebrón,  MD  - Pres.  Sección  de  Neumo- 
logía  — Arch.  Int.  Med.  Jan.  1979  - Thomas  L.  Petty,  et  al. 

El  estudio  es  el  resultado  de  13  años  de  expe- 
riencia en  un  programa  de  rehabilitación  para  pacientes 
con  emfisema  o bronquitis  crónica  avanzados. 


El  estudio  demuestra  que  el  uso  de  oxígeno  en 
el  hogar  por  períodos  no  menores  de  12  horas  diarias 
es  seguro  y alivia  en  algunos  pacientes  la  hipertensión 
pulmonar  y el  aumento  en  el  hematocrito. 

El  resultado  más  aparente  es  una  marcada  me- 
joría clínica  incluyendo  una  marcada  reducción  en  el 
número  de  hospitalizaciones  y el  retorno  de  algunos 
pacientes  a su  trabajo  habitual  o similar. 

La  retención  crónica  de  bióxido  de  carbono 
es  bien  tolerada. 

De  los  métodos  diversos  de  oxígeno  domiciliario 
los  concentradores  del  oxígeno  son  efectivos  en  corre- 
gir la  hipoxemia  y hacer  la  administración  de  oxígeno 
en  las  casas  más  convenientes  y menos  costoso. 


LA  PLACE  DE  LA  REEDUCATION  DANS  LE 
TRAITMENT  DE  LA  SPONDYLARTHRITE 
ANKYLOSANTE 

Simon  L.  Fra  - Rhumatologie  (Aix-Les-Bains)  1977  29/8  (299- 
303);  Excerpta  Medica  Vol.  21,  Issue  9,  1978 

El  uso  de  medicamentos  en  el  manejo  de  espondi- 
litis anquilosante  representa  solo  una  parte  del  trata- 
miento. La  reeducación  funcional  toma  un  lugar  muy 
importante  en  el  manejo  de  estos  pacientes.  Esta  re- 
educación envuelve: 

— la  instrucción  sobre  reglas  usuales  de  higiene 

— la  prescripción  de  posturas  que  prevengan 
deformidad 

— la  construcción  de  aparatos  plásticos  o de 
yeso  enseguida  que  las  deformidades  aparez- 
can 

— la  posibilidad  de  gimnástica  vertebral  reeduca- 
tiva, para  hacer  la  columna  vertebral  más  fléxi- 
ble  y para  reconocer  el  valor  de  la  posición 
vertical;  fortaleciendo  los  músculos  para  pre- 
venir deformidades 

La  hidroquinesioterapia  es  útil  pero  está  reser- 
vada a centros  especializados.  Hay  varias  medidas  qui- 
rúrgicas-ortopédicas  que  pueden  contrubuir  al  éxito 
de  la  reeducación  funcional.  Esta  reeducación  puede 
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completarse  cuando  el  paciente  toma  parte  en  ciertos 
deportes  y juegos.  En  todo  momento,  ya  sea  en  la  etapa 
inicial  de  la  enfermedad  o en  una  etapa  muy  avanzada, 
la  reeducación  funcional  puede  mejorar  la  situación. 
La  reeducación  funcional  merece  reconocimiento  en  el 
manejo  de  espondilitis  anquilosante. 


PHYSICAL  MEDICINE  AND  REHABILITA 
TION  ABSTRACTS 

Verónica  Rodríguez,  MD  - Child,  D.  L.,  Yates,  A.  H.: 
Radicular  pain  in  Diabetes,  Rheumatology  and  Reha- 
bilitation, 17:  3,  1978. 

Este  artículo  señala  que  las  parestesias  periferales 
y dolorosas  son  una  complicación  bien  común  de  la 
diabetes.  Es  menos  conocido  que  el  dolor  experimen- 
tado en  la  neuropatía  diabética,  de  primera  instancia, 
puede  ser  indistinguible  del  dolor  de  ciática  o de  bra- 
quialgia  asociados  a la  compresión  radicular  por  un 
disco  herniado.  Le  debe  enfatizar  la  necesidad  de  medir 
glucosuria  o anormalidad  en  la  tolerancia  a glucosa  en 
casos  de  ciática  o braquialgia  persistentes  y considerar 
la  diabetes  como  diagnóstico  diferencial  en  cualquier 
caso  de  dolor  radicular  atípico.  El  artículo  presenta  2 
casos  que  apoyan  esta  aseveración. 

GUIDELINES  FOR  THE  MANAGEMENT  OF 
TRANSIENT  ISCHEMIC  ATTACKS 

Nathan  Rifkinson,  MD  — Drs..  Sandok,  Furlon,  Whisnant, 
Sundt,  Mayo  Clin.  Proc..  53:  665-674,  1978. 


TIA,  which  at  first  causes  temporal  focal  neuro- 
fibrin therapy  and  surgery  of  the  carotid  and  basilar  - 
vertebral  systems,  including  extracranial  - intracranial 
anastomosis,  are  discussed  with  their  relative  values  of 
effectivenss.  Brain  tumor,  migraine,  focal  epilepsy, 
hypoglycemia,  labyrinthine  disturbances,  may  also  pro- 
duce temporary  neurological  disturbances  simulating 
TIA  and  must  be  considered  in  the  differential  diag- 
nosis. 


HIGH  DOSE  PROPRANOLOL  * THERAPY 
IN  THE  MANAGEMENT  OF  SUPRAVENTRI- 
CULAR TACHYCARDIA 

Dr.  R.  Villavicencio  — Pickoff  AS,  Zies  L,  Ferrer  PL,  et  al 
J.  of  Ped.  94(1):  144,  1979. 

Se  discuten  cinco  pacientes  de  edad  pediátrica 
con  taquicardia  supraventricular  refractaria  a la  digo- 
xina.  Por  estudios  electrofisiológicos  invasivos  en  4 
de  ellos  pudo  determinarse  el  mecanismo  de  la  taqui- 
cardia. Tres  tenían  el  síndrome  de  Wolff-Parkinson- 
White  oculto  y uno  tenía  tractos  dobles  al  nodulo  A-V. 
Se  les  administró  propranolol  por  vía  oral  en  dosis  ele- 
vadas (7-14  mg/kg/día)  obteniendo  niveles  séricos  muy 
sobre  lo  normal.  Todos  demostraron  control  de  su  arrit- 
mia y no  hubo  efectos  nocivos  secundarios  a las  elevadas 
dosis  de  propranolol. 

* In  deral  (Ay erst) 
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SCHOOLBOY  WRESTLER  SUFFERS  FROM  TOO 
RAPID  WEIGHT  LOSS 

CHICAGO  — Sports  medicine  experts  have  long 
been  aware  of  potential  health  hazards  to  the  schoolboy 
boxer  or  wrestler  who  must  “make  the  weight  ’ for  a 
match  by  losing  pounds  rapidly. 

The  contestant  who  has  grown  several  pounds 
above  his  weight  class  must  either  lose  the  extra  weight 
or  compete  in  the  next  higher  class  with  athletes  who 
may  be  considerably  larger. 

Sweating  is  the  most  prevalent  means,  and  food 
and  fluid  restriction  are  used.  Diuretics  to  rid  the  body 
of  fluids  by  excessive  urination  also  are  utilized.  Several 
important  changes  occur  in  the  body.  There  is  a decrease 
in  muscle  strength,  plasma  volume,  heart  output,  blood 
flow  through  the  kidneys  and  other  body  functions. 

The  athlete  may  suffer  fever,  nausea,  weakness, 
and  most  likely  will  not  perform  at  his  maximum  capa- 
bility. Usually  the  physical  damage  is  not  permanent 
and  body  strength  is  restored  with  the  regaining  of  the 
pounds. 

But  sometimes  there  are  more  serious,  even  life- 
threatening,  hazards. 

Philip  H.  Croyle,  M.D.,  of  St.  Joseph  Hospital, 
Denver,  and  colleagues  report  in  the  Feb.  23  Journal 
of  the  American  Medical  Association  on  a 16-year-old 
high  school  wrestler  who  suffered  a massive  blood  clot 
in  the  lung  as  a result  of  excessive  rapid  weight  loss. 
Bypass  chest  surgery  saved  his  life. 

The  athlete,  who  weighed  109  pounds,  under- 
went rapid  dehydration  twice  in  one  week,  losing  a 
total  of  13  pounds,  or  12  per  cent  of  his  entire  body 
weight.  This  brought  on  a condition  in  which  a minor 
bruise  suffered  during  the  wrestling  bout  triggered 
a sizeable  blood  clot.  The  clot  bocked  a lung.  Post- 
operative recovery  was  smooth  and  the  wrestler  was 
well  18  months  later,  Dr.  Croyle  says. 


The  patient  s youth  and  good  physical  condi- 
tion sustained  him  for  some  time,  but  his  condition 
finally  deteriorated  to  such  a precarious  state  that 

surgery  was  necessary. 

Dr.  Croyle  concludes: 

“Athletes  must  avoid  rapid  weight  loss  before 
competition.” 

And,  to  make  matters  even  worse,  he  was  de- 
feated in  his  match  by  an  opponent  he  had  handily 
beaten  before.  In  weakened  condition,  his  strength 
and  skill  were  drastically  reduced. 


A UTO  SEA  T BEL  T CA  USES  STOMA  CH  PAIN 

CHICAGO  — Seat  belts  are  a great  protector  of 
life  and  limb  for  automobile  riders.  But  sometimes 
they  can  give  you  a pain  in  the  stomach. 

Dr.  David  M.  Klurfeld  of  the  Wistar  Institute  of 
Anatomy  and  Biology  in  Philadelphia  writes  in  the  Feb. 
23  Journal  of  the  American  Medical  Association  of  ex- 
periencing a sharp  pain  in  the  lower  right  abdominal 
area.  Examination  had  ruled  out  hernia  and  appendici- 
tis when  Dr.  Klurfeld  himself  discovered  his  problem. 

He  recently  had  installed  in  his  auto  a new  seat 
belt  of  the  one-piece  lap-shoulder  design.  On  the  belt 
is  a rectangular  plastic  slide  that  can  be  used  to  position 
the  metal  tongue-plate  fasteners.  The  slide  was  pressing 
sharply  on  his  right  side.  The  trouble  showed  up  only 
in  cold  weather  when  Dr.  Klurfeld  was  wearing  a heavy 
coat.  In  lighter  clothing  the  pressure  was  mild. 

Moving  the  plastic  slide  cured  the  stomach  ache, 
Dr.  Klurfeld  reports. 


VITAMIN  C FAILS  IN  TEST  AGAINST  COMMON 
COLD 
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CHICAGO  - The  hope  that  Vitamin  C can  re- 
duce incidence  or  severity  of  the  common  cold  is  dealt 
still  another  blow  in  a research  report  in  the  March  2 
Journal  of  the  American  Medical  Association. 

Some  674  marine  recruits  at  Parris  Island,  S.  C., 
participated  in  an  eight-week  research  study  in  which 
half  were  given  Vitamin  C and  half  a placebo  (inert 
substance). 

“There  was  no  difference  between  the  two  groups 
in  the  incidence  or  duration  of  colds,”  say  Drs.  Henry  A. 
Pitt  and  Anthony  M.  Costrini. 

The  Vitamin  C group  themselves  rated  their  colds 
as  being  less  severe,  but  this  was  not  reflected  in  dif- 
ferent symptoms  or  in  fewer  sick-call  visits  or  training 
days  lost,  Drs.  Pitt  and  Costrini  report. 

“This  study  and  the  literature  (reports  of  other 
studies)  do  not  support  the  prophylactic  use  of  Vitamin 
C to  prevent  the  common  cold,”  they  conclude. 

Dr.  Pitt  is  presently  with  Johns  Hopkins  Hospital, 
Baltimore.  Dr.  Costrini  is  now  with  Yale  University, 
New  Haven,  Conn. 


AMA  PREPARES  GUIDELINES  FOR  EXAMINING 
PILOTS 

CHICAGO  — A document  for  the  guidance  of 
physicians  in  examining  airplane  pilots  with  possible 
brain  disease  or  injuries  has  been  prepared  by  the  Amer- 
ican Medical  Association  for  the  Federal  Aviation 
Administration. 

The  225-page  book  was  developed  by  the  AMA 
in  collaboration  with  experts  of  the  American  Aca- 
demy of  Neurology  and  the  American  Association  of 
Neurological  Surgeons. 

The  guidelines  are  not  official  policy  for  the 
AMA,  American  Academy  of  Neurology  or  American 
Association  of  Neurological  Surgeons,  but  are  inten- 
ded only  to  serve  as  aids  to  physicians  in  examining 
pilots.  The  examining  doctor  neither  issues  nor  denies 
license.  Authority  to  issue  or  deny  civil  medical  certi- 
fications to  pilots  rests  with  the  FAA. 

“In  1976  there  were  744,246  persons  in  the 
U.  S.  with  airmen’s  certificates,  of  which  45,072  were 
for  air  transports  and  187,801  were  for  commercial 


flying,”  points  out  Theodore  C.  Doege,  M.  D.,  AMA 
Director  of  Environmental,  Public  and  Occupational 
Health  and  project  director  for  the  document. 

Many  American  physicians  are  actively  invol- 
ved in  aviation  medicine,  Dr.  Doege  says.  They  exa- 
mine airline  pilots  twice  yearly  and  commercial  pi- 
lots once  yearly.  In  1976  these  physicians  sent  to  the 
FAA  reports  on  more  than  450,000  medical  examina- 
tions. 

“We  of  AMA  believe  this  study  will  be  valuable 
in  future  years  as  a benchmark  to  be  used  by  the  FAA, 
and  by  tens  of  thousands  of  the  nation’s  physicians. 
It  will  contribute  not  only  to  the  health  of  the  na- 
tion’s pilots,  but  also  to  the  safety  and  welfare  of  mi- 
llions of  its  other  citizens.” 

Specialists  in  various  aspects  of  the  brain  and  its 
problems  developed  eight  chapters  in  the  book,  dealing 
with  stroke,  brain  tumors,  head  injuries,  diseases  such 
as  multiple  sclerosis,  neuromuscular  disorders,  epilep- 
sy, severe  headache  and  dizziness.  Each  is  examined 
to  determine  at  what  point  the  individual  pilot  is  no 
longer  safe  in  the  cockpit. 

Throughout,  the  emphasis  is  on  helping  pilots 
to  keep  flying  rather  than  merely  grounding  everyone 
with  a physical  problem.  An  individual  with  a history 
of  a succession  of  small  strokes,  however,  would  be 
ruled  out  from  flying,  for  he  or  she  might  have  another 
stroke  in  the  air.  A history  of  brain  tumor  does  not  in 
itself  disqualify  a pilot.  It  is  his  or  her  present  condition 
that  should  be  evaluated.  Pilots  who  have  sustained  mo- 
derate or  severe  head  injury  should  be  required  to  un- 
dergo simulator  or  flight  testing  before  being  returned 
to  flight  status. 

Men  and  women  who  suffer  from  migraine  head- 
ache in  adolescence  and  early  adult  life  are  poor  risks 
for  aviation,  the  guide  declares.  Under  the  stress  of 
flying,  the  migraine  tendency  is  likely  to  become  more 
of  a problem.  The  patient  with  classic  migraine  is  always 
at  high  risk  and  should  not  be  a pilot  or  member  of  a 
crew. 


ARTIFICIAL  PANCREAS  MAY  AID  DIABETICS 

CHICAGO  — Researchers  are  moving  ahead  on 
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perfecting  a vest  pocket  artificial  pancreas  capable  of 
normalizing  blood  glucose  levels  in  diabetics,  says  a 
report  in  the  Medical  News  section  of  the  Jan.  19  Jour- 
nal of  the  American  Medical  Association. 

Experimental  devices  now  being  developed  would 
be  carried  or  worn  by  diabetics.  Even  more  exciting, 
says  the  JAMA  report,  is  the  possibility  that  research 
now  under  way  will  result  in  a totally  implantable 
artificial  pancreas,  able  to  sense  blood  glucose  levels, 
compute  individual  insulin  needs  and  automatically 
inject  the  hormone,  all  in  a self-contained,  miniatu- 
rized package. 

At  least  six  major  research  centers  from  Toronto 
to  New  Mexico  and  several  in  Europe  are  working  on 
some  aspect  of  the  artificial  pancreas.  The  vest  pocket 
version  of  the  device,  known  as  an  open  loop  system, 
is  receiving  the  most  attention  because  such  an  external 
system  is  within  the  range  of  current  technology,  the 
article  says. 

A N U N 


Magnífica  localización  - Cuatro  oficinas  independien- 
tes o el  conjunto  1,700  p/c.  Dos  niveles,  area  estacio- 
namiento, Santa  Rita,  Borinqueña  16,  pasos  UPR, 
cerca  Centro  Judicial.  Para  más  información  llamar 
teléfono  725-7365. 


Se  alquila  local  de  aproximadamente  600  pies  cua- 
drados, con  luz,  agua  y aire  acondicionado.  Amplio 
“parking”.  Está  localizado  en  uno  de  los  sitios  de  ma- 
yor movimiento  vehicular  y mercantil  de  Puerto  Ri- 
co. Ave.  Jesús  T.  Piñero  (Ave.  Central)  1733,  Summit 
Hills,  Caparra  Heights,  Tels.  783-0069  y 792-7078. 


Alquilo  o vendo  edificio  propio  para  oficinas  de  mé- 
dicos, antes  dispensario  Hospital  Sagrado  Corazón. 
Calle  Tapia  Núm.  427  - Santurce,P  R.  726-0505  - 
726-0655  - Noche  755-4284. 


An  open  loop  artificial  pancreas  generally  inclu- 
des a special  micropump,  an  insulin  reservoir,  a power 
source,  and  a minicomputer  preprogrammed  to  main- 
tain a steady  basal  insulin  flow  rate  as  well  as  to  provide 
extra  insulin  at  mealtime.  The  flow  rate  would  be  de- 
termined individually  for  each  patient. 

Large  bedside  units  have  been  manufactured  to 
serve  the  latter  purpose,  as  well  as  to  inject  the  insulin, 
and  eleven  such  units  are  in  experimental  use  in  North 
America’ 

“Experts  generally  concede  (although  there  is 
some  serious  debate)  that  the  complications  associated 
with  diabetes  — kidney  disease,  diabetic  retinopathy 
(eye  problems  and  blindness),  atherosclerosis,  and  heart 
attacks  — are  a result  of  inadequate  control  and  wild 
swings  of  blood  glucose  levels,”  the  article  says.  “If 
successfully  developed,  the  artificial  pancreas  will  pro- 
vide precise  control  of  these  levels.” 


CIOS 


4000  p.c.  Policlínica  - Servicios  Médicos  - Listo  para 
operar,  precio  $3.00  pe  mensual. 

Rayos  X-  4 divisiones,  control  remoto,  oficinas 
Laboratorio  clínico,  todas  comodidades 
6 Oficinas  doctores  y sala  de  espera  para  100  personas 

1118  Ave.  Américo  Miranda,  Río  Piedras,  P.  R.  Tel. 
790-2949  después  de  5:00  p.m. 


Se  alquila  local,  propio  para  oficina  de  Médico,  Oculista 
o Dentista,  en  la  siguiente  dirección: 

Boulevard  S-13 

4ta.  Sección  - Urb.  Levittown 

Toa  Baja,  Puerto  Rico 

Comunicarse  con  el  Sr.  Angel  Pagán.  Teléfono  .26-3í  77 
Extensión  4218  o al  784-2900  después  de  las  6:00  p.m. 
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PHOSPHORATED  CARBOHYDRATE  SOLUTION 

quick,  safe,  gentle,  effective 


William  H.  Rorer,  Inc.,  Fort  Washington,  Pa.  19034  rorer 


i4phaderm 

Thel%  hydrocortisone  shown 
to  be  as  effective  as  betamethasone 

valerate  0.1% 


in  the  management  of 
atopic  eczema,  contact 


dermatitis,  and 
neurodermatitis 


It’s  the  base  that  makes  the  difference 

It  s the  base  that  delivers  the  increased  effectiveness  of  hydrocorti- 
sone. The  Alphaderm  delivery  system  is  stabilized  10%  urea  in  a starch-cell 
matrix,  which  is  suspended  with  micronized  hydrocortisone  in  a water-in- 
lipid emulsion.  This  enhances  the  penetration  of  hydrocortisone  for  max- 
imum clinical  effectiveness1-7  and  reduces  the  stinging  and  burning  which 
accompanies  other  urea-hydrocortisone  preparations. 


Effectiveness  equal  to  betamethasone 
valerate  in  atopic  eczema 


RESULTS  from  a controlled,  double-blind  study’  of  36  patients. 


I Alphaderm 
| betamethasone 


Excellent 


Good 


No  Improvement 


Excellent 


Good 


No  Improvement 


In  atopic  eczema,  contact  dermatitis,  and  neurodermatitis 

RESULTS  from  a controlled,  double-blind  study2  of  49  patients. 
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After  2 weeks— 
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6.1% 
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None  Deterioration 


Safety  of  hydrocortisone  unaltered 

Because  the  base  increases  hydrocortisone  penetration,  there  is  no 
need  for  fluorination.  ALPHADERM  delivers  clinical  efficacy  without 
altering  the  safety  inherent  in  the  basic  hydrocortisone  molecule.1-4 

A cream  that  acts  like  an  ointment 

■ Provides  emolliency  like  an  ointment— yet  vanishes  like  a cream. 

■ Provides  hydration  to  keep  skin  soft  and  supple,  relieves  xerotic  scaly 
conditions. 

■ Paraben  and  lanolin  free. 

Considerable  savings 

In  most  cases,  Alphaderm  offers  greater  economy  than  the  fluorinated 
steroids:  30  gm  of  Alphaderm  cost  approximately  33%  less  than  an 
equivalent  amount  of  betamethasone  valerate  0.1  %.+ 


Alphaderm 

1%  hydrocortisone 

Norwich-Eaton  Pharmaceuticals 

Division  of  Morton- Norwich  Products,  Inc151 
Norwich,  New  York  13815 


RegrotonT'Demi-Regroton 


Alphaderm 

1%  hydrocortisone 

DESCRIPTION:  Contains  hydrocortisone  1 % in 
a powder-in-cream  base  incorporating  a hyper- 
molar solution  of  urea  (carbamide),  purified  water, 
sorbitol,  polyoxyethylene  tatty  glyceride,  starch, 
white  petrolatum,  triglycerides  of  saturated  fatty 
acids,  isopropyl  myristate  and  sorbitan  mono- 
laurate  The  near  neutral  pH  of  the  formulation  is 
made  possible  by  the  stabilized  delivery  system  in 
which  urea  is  absorbed  by  a polysaccharide 
powder  matrix  Alphaderm  Cream  is  hypoaller- 
genic and  contains  no  parabens  or  lanolin, 

INDICATIONS:  For  relief  of  the  inflammatory 
manifestations  of  corticosteroid-responsive  der- 
matoses 

CONTRAINDICATIONS:  Topical  steroids  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparation 

PRECAUTIONS:  If  irritation  develops,  the  prod- 
uct should  be  discontinued  and  appropriate  ther- 
apy instituted. 

In  the  presence  of  an  infection,  the  use  of  an 
appropriate  antifungal  or  antibacterial  agent 
should  be  instituted  If  a favorable  response  does 
not  occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled 

If  extensive  areas  are  treated  or  if  the  occlusive 
technique  is  used,  there  will  be  increased  sys- 
temic absorption  of  the  corticosteroid  and  suitable 
precautions  should  be  taken,  particularly  in  chil- 
dren and  infants. 

Although  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on  human 
pregnancy,  the  safety  of  their  use  in  pregnant 
women  has  not  absolutely  been  established  In 
laboratory  animals,  increases  in  incidence  of  fetal 
abnormalities  have  been  associated  with  expo- 
sure of  gestating  females  to  topical  corticoste- 
roids, in  some  cases  at  rather  low  dosage  levels 
Therefore,  drugs  of  this  class  should  not  be  used 
extensively  on  pregnant  patients,  in  large 
amounts,  or  for  prolonged  periods  of  time. 

The  product  is  not  for  ophthalmic  use. 

ADVERSE  REACTIONS:  The  following  local 
adverse  reactions  have  been  reported  with  topi- 
cal corticosteroids,  especially  under  occlusive 
dressings 

1 burning:  2 itching,  3.  irritation;  4 dryness;  5 
folliculitis,  6 hypertrichosis,  7 acneiform  erup- 
tions; 8 hypopigmentation,  9 perioral  dermatitis; 
10.  allergic  contact  dermatitis,  11  maceration  of 
the  skin,  12  secondary  infection;  13.  skin  atrophy, 
14  striae;  15.  miliaria. 

DOSAGE  AND  ADMINISTRATION:  Apply  a 
small  quantity  of  Alphaderm  Cream  to  affected 
areas  twice  daily.  Because  it  has  a near  neutral  pH, 
Alphaderm  Cream  may  be  rubbed  in  well  with 
minimal  incidence  of  irritation  or  stinging  even 
when  applied  to  abrasions  or  to  areas  of  broken 
skin. 

HOW  SUPPLIED:  Alphaderm  Cream  is  avail- 
able in  tubes  of  30  and  100  g. 

REFERENCES:  I.AImeyda  J.  Burt  BW  Br  J 
Dermatol 91  579-583, 1974  2.  Jacoby  RH,  Gilkes 
JJ  Curr  Med  Res  Opm  2 4 74-481, 1974  3.  Kahn 
SA  Accepted  for  publication  in  Practitioner.  4. 
Kahn  SA,  Williamson  DM  Curr  Med  Res  Opm 
5 354-358,  1978.  5.  Ayres  PJ,  Hooper  G Br  J 
Dermatol  (to  be  published)  6.  Feldman  RJ,  Mai- 
bach  HI  Arch  Dermatol  109:58-59, 1974  7.  Ayres 
PJ,  in  Marks  R,  Dykes  PJ  (eds)  The  tchthyoses, 
Spectrum,  1978 
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Brief  Summary 

Indication:  Hypertension.  (See  box  warning.) 
Contraindications:  Mental  depression, 
hypersensitivity,  and  mosteases  of  severe  renal  or 
hepatiediseases. 

Warnings: 

These  fixed  combination  drugs  are  not  indicated 
for  initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual  patient. 

If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


Use  with  caution  in  patients  with  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease. 
Regroton  or  Demi-Regroton  may  potentiate 
action  of  other  antihypertensive,  ganglionic  and 
peripheral  adrenergic-blocking  drugs.  Sensitivity 
reactions  may  occur  in  allergic  and  asthmatic  patients. 
Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  u leer  occu  rs.  Use  in 
pregnancy:  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  The  use  of  chlorthalidone  and 
related  drugs  in  pregnant  women  requires  that  the 
anticipated  benefits  of  the  drug  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have  occurred 
in  the  adult.  Use  with  care  in  nursing  mothers  since 
thiazides  and  reserpine  cross  the  placental  barrier  and 
appear  in  cord  blood  and  breast  milk.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reserpme-treated 
mothers.  If  use  of  the  drug  is  essential,  the  patient 
should  stop  nursing  Precautions:  Antihypertensive 
therapy  with  these  drugs  should  always  be  initiated 
cautiously  in  postsympathectomy  patients  and  in 
patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  these  agents  two  weeks  prior 
to  elective  surgical  procedures.  In  emergency  surgery, 
use  anticholinergic  or  adrenergic  drugs  or  other 
supportive  measures  if  needed.  Because  of  the 
possibility  of  progression  of  renal  damage,  periodic 
kidney  function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated  (hepatic 
coma  may  be  precipitated).  Patients  receiving 
chlorthalidone  should  have  periodic  determination  of 
serum  electrolytes  and  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis  and  hypokalemia),  particularly 
if  they  are  receiving  digitalis,  parenteral  fluids,  or  are 
vomiting  excessively.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Digitalis 
therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial 
activity.  Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liverdisease  or 
renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may 
occuror  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased, 
decreased,  orunchanged  and  latent  diabetes  mellitus 
may  become  manifest.  Chlorthalidone  and  related 
drugs  may  decrease  arterial  responsiveness  to 
norepinephrine.  Chlorthalidone  and  related  drugs  may 
decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance.  Use  cautiously  in  patients  with  ulcerative 
colitis  or  gallstones  (biliary  colic  may  be  precipitated) . 
Bronchial  asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions : These  drugs  are  generally  well 
tolerated  The  most  frequent  adverse  reactions  are 
anorexia,  nausea,  vomiting,  gastric  irritation,  diarrhea, 
constipation,  headache,  dizziness,  weakness,  muscle 
cramps,  nasal  congestion,  drowsiness  and  mental 
depression.  Other  potential  side  effects  include  skin 
rash,  urticaria,  ecchymosis;  hyperglycemia  and 
glycosuria  (diabetics  shou Id  be  checked  regu larly ) , 
hyperuricemia  and  acute  gout,  and  impotence.  With 
chlorthalidone : restlessness,  transient  myopia;  dysuria. 
orthostatic  hypotension  (may  be  potentiated  by  alcohol, 
barbiturates  or  narcotics),  rare  idiosyncratic  reactions 
such  as  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  purpura, 
necrotizing  angiitis  and  Lyell  s syndrome  (toxic 
epidermal  necrolysis);  pancreatitis  when  epigastric  pain 
or  unexplained  G.l.  symptoms  develop  after  prolonged 


Continued  on  facing  page 


All  three 
lower 

blood  pressure 


■'4m. 


Demi-Regroton 
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Each  tablet  provides: 
chlorthalidone  USP  25  mg.,  reserpine  USP  0.125  mg. 


one 
a day 


Combines  three  important  extra  benefits 


24-hour 

activity 

with  the  most  widely 
prescribed  long-acting 
diuretic 

Brief  Summary  continued 
administration ; other  reactions  reported  with  this  class 
of  compounds  include  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization.  With  reserpine: 
angina  pectoris,  bradycardia,  ectopic  cardiac  rhythms 
(especially  with  digitalis);  blurred  vision,  conjunctival 
injection,  uveitis,  optic  atrophy,  glaucoma,  deafness, 
increased  gastric  secretions,  dull  sensorium, 
paradoxical  anxiety,  nightmares,  reversible  paralysis 
agitans  syndrome,  dyspnea,  weight  gain,  dryness  of 

musv  USV  Laboratories  Inc. 
lABOfíATOfí/65  Manatí,  PR.  0070 1 


Low-dosage 

efficacy 

to  reduce  potential  for 
dose-related  side  effects 


mouth,  increased  susceptibility  to  colds,  decreased 
libido,  skin  flushing  and  pruritus.  Dosage:  Should  be 
determined  by  individual  titration.  (See  box  warning.) 
Dosage  of  either  Regroton  or  Demi-Regroton  for  most 
patients  is  one  tablet  once  a day. 

How  Supplied:  Regroton  as  pink,  round,  single-scored 
tablets  in  bottlesof  100  and  1000;  Demi-Regroton  as 
white,  round  tablets,  bottles  of  1 00. 


One-a-day 

dosage 

for  improved  patient 
compliance 


and  when  full-dose 
therapy  is  indicated 

Regroton^ 

Each  tablet  provides  chlorthalidone  USP  50  mg  . 
reserpine  USP  0.25  mg 


See  facing  page  for  Brief  Summary. 


All  clear  in 
Malibu 


Ordinary  topical  cortico- 
steroids are  generally  not 
recommended  when  infection 
complicates  dermatoses  * 
rhat’s  why  your  patients  need 
Vioform®-Hydrocortisone. 

Because  Vioform  pro- 
/ides  four-way  action  in  just 
me  preparation. 

Your  patients  can  be  all 
:lear  in  Malibu... or  on  any 
>each...with  Vioform- 
lydrocortisone. 


his  drug  has  been  evaluated  as  possibly 
ffective  for  these  indications. 

'/ease  see  brief  prescribing  information. 

fiofomi  - Hydrocortisone 

i odochlorhydroxyquin  and  hydrocortisone) 


I INDICATIONS 

Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences-National  Re- 
search Council  and/or  other  information, 

FDA  has  classified  the  indications  as 
I follows: 

I “Possibly”  effective:  Contact  or  atopic 
I dermatitis:  impetiginized  eczema;  nummular 
I eczema;  infantile  eczema;  endogenous 
I chronic  infectious  dermatitis;  stasis  der- 
I matitis;  pyoderma;  nuchal  eczema  and 
| chronic  eczematoid  otitis  externa;  acne  ur- 
I ticata;  localized  or  disseminated  neuroder- 
matitis; lichen  simplex  chronicus;  anogenital 
pruritus  (vulvae,  scroti,  ani);  folliculitis; 
bacterial  dermatoses;  mycotic  dermatoses 
such  as  tinea  (capitis,  cruris,  corporis, 
pedis);  moniliasis,  intertrigo. 

Final  classification  of  the  less-than-effective 
r indications  requires  further  investigation. 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or 
any  of  its  ingredients  or  related  compounds,  le- 
sions of  the  eye;  tuberculosis  of  the  skin;  most 
viral  skin  lesions  (including  herpes  simplex, 
vaccinia,  and  varicella). 

WARNINGS 

This  product  is  not  for  ophthalmic  use 
In  the  presence  of  systemic  infections,  appro- 
priate systemic  antibiotics  should  be  used 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  re- 
ported to  have  an  adverse  effect  on  pregnancy, 
the  safety  of  their  use  in  pregnant  females  has 
not  been  established.  Therefore,  they  should  not 
be  used  extensively  on  pregnant  patients  in 
large  amounts  or  for  prolonged  periods  of  time 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  this  occurs,  discontinue  therapy  May 
stain. 

If  used  under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pituitary- 
adrenal  axis  suppression. 

May  interfere  with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of  therapy 
before  performing  these  tests  The  ferric 
chloride  test  for  phenylketonuria  (PKU)  can 
yield  a false-positive  result  if  Vioform  is  present 
in  the  diaper  or  urine. 

Prolonged  use  may  result  in  overgrowth  of  non- 
susceDtible  organisms  requiring  appropriate 
therapy. 

ADVERSE  REACTIONS 

Few  reports  include:  Hypersensitivity,  local  burn- 
ing, irritation,  pruritus.  Discontinue  if  untoward 
reaction  occurs.  Rarely,  topical  corticosteroids 
may  cause  striae  at  site  of  application  when 
used  for  long  periods  in  intertriginous  areas. 


DOSAGE 

Apply  a thin  layer  to  affected  areas  3 or  4 times 
daily. 

HOW  SUPPLIED 

Cream,  3%  lodochlorhydroxyquin  and  1 % 
hydrocortisone  in  a water-washable  base  con- 
taining steryl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  .glycerin 
in  water;  tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1 % hydrocortisone  in 
a petrolatum  base;  tubes  of  20  Gm.  Lotion,  3% 
iodochlorhydroxyquin  and  1%  hydrocortisone  in 
a water-washable  base  containing  stearic  acid, 
cetyl  alcohol,  lanolin,  propylene  glycol,  sorbitan 
trioleate,  polysorbate  60,  triethanolamine, 
methylparaben,  propylparaben,  and  perfume 
Flora  in  water;  plastic  squeeze  bottles  of  15  ml. 
Mild  Cream,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a water-washable  base 
containing  stearyl  alcohol,  cetyl  alcohol,  stearic 
acid,  petrolatum,  sodium  lauryl  sulfate,  and 
glycerin  in  water;  tubes  of  Vz  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes 
of  1 ounce  C75-38  Rev.  7/75 

Consult  complete  product  literature  before  pre- 
scribing. 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 
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Vioform- 

Hydrocortisone 

(lodochlorhydroxyquin 
and  hydrocortisone) 


The  most  widely 
prescribed  form... 
20-Gm  Cream 
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CIBA 


The  functional  bowel  and 

other  unexplained  G.I.  disturbances... 


1ACT-AID 

FOR  LACTOSE  INTOLERANCE 


Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handle  lactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendents  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
U.S.  alone. 


Therefore,  lactose  intolerance  should  be 
an  immediate  consideration  when  there  are  G.I. 
complaints  of  unknown  etiology. 

Suspect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 


Puerto  Rico  Distributor: 

Nu  tricen  tro 
Apartado  11368 

Caparra  Heights,  Puerto  l^Jco  00922 
Teléfono  783-3123 


GL  Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 

A.  Probably  not.  One  packet  of  Lact-Aid^>roperly 
mixed  with  one  quart  of  milk  provides  sufficient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
into  the  simple  sugars,  galactose  and  glucose,  for 
easy  absorption.  Two  packets  can  effect 
quantitative  conversion. 

SugarLo  Company,  P.O.  Box  1017,  Atlantic  City,  NJ 
08404.  Write  for  literature  and  ordering  information. 


Lact-AM 

LACTASE  ENZYME 

the  answer 
to  lactose 

i 

¿s  L ■ 

intolerance 

- Hr 

Ingredients:  Glucose,  Lactase  enzyme  from  Saccharomyces 
(Kluyveromyces)  lactis  yeast  (4000  ONPG  units  each 
0.7  gram  packet),  food  grade  silicate  as  anti-caking  agent. 


efore  prescribing,  please  consult  complete  product  information,  a 
urnmary  of  which  follows: 

le  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
months,  has  not  been  assessed  by  systematic  clinical  studies  The 
lysician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
dividual  patient. 

ontraindications:  Tablets  in  children  under  6 months  of  age;  known 
rpersensitivity;  acute  narrow  angle  glaucoma,  may  be  used  in  patients 
ith  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
'arnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
jpations  requiring  complete  mental  alertness  (e  g , operating  machinery, 
iving)  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
ive  occurred  following  abrupt  discontinuance  (convulsions,  tremor, 
jdominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
duals  (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
edisposition  to  habituation/dependence 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

RAL  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
vIS  depressants. 

)t  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in 
u of  appropriate  treatment.  When  using  oral  form  ad|unctively  in  convul- 
'e  disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
al  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
adication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
>rary  increase  in  frequency  and/or  severity  of  Seizures. 

IIECTABLE  To  reduce  the  possibility  ot  venous  thrombosis , phlebitis,  local 
tatlon,  swelling,  and.  rarely,  vascular  impairment  when  used  I V inject 
I \wly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
hall  veins,  i.e  . dorsum  of  hand  or  wrist:  use  extreme  care  to  avoid  mtra- 
erial  administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
'tier  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
■minister  Valium  directly  I V.  it  may  be  injected  slowly  through  the  infusion 
’Ming  as  close  as  possible  to  the  vein  insertion. 

i minister  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
fry  reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest,  con- 
rnitant  use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
[ipression  with  increased  risk  of  apnea,  have  resuscitative  facilities  avail- 
E,le.  When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
Ee  at  least  1/3,  administer  in  small  increments  Should  not  be  administered 
iDatients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
Lai  signs. 


INJECTABLE  Although  promptly  controlled,  seizures  may  return,  readminister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/increased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipa- 
tion. depression,  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
laundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash, 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision.  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported,  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy.  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity,  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria,  hiccups, 
neutropenia 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence  confu- 
sion, coma,  diminished  reflexes  Monitor  respiration,  pulse,  blood  pressure, 
employ  general  supportive  measures.  I V fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
for  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg.  5 mg  and  10  mg.  bottles  of  100  and  500 
Tel-E-Dose*  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10;  Prescription 
Paks  of  50,  available  singly  and  in  trays  of  10  Ampuls,  2 ml,  boxes  of  10, 
Vials,  10  ml,  boxes  of  1,  Tel-E-Jed*  (disposable  syringes),  2 ml.  boxes  of 
10  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol,  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1.5%  benzyl  alcohol  as  preservative 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  071 10 


ONLY  VALIUhf (diazepam) 


fs  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
stus  or  petit  mal  variant  status. 

Ii.hdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
c red  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
rlscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  individuals 
iJer  careful  surveillance  because  of  predisposition  to  habituation/ 
pendence.  Not  recommended  for  OB  use 

Ecacy/safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
kged  CNS  depression  observed.  In  children,  give  slowly  (up  to  0 25 
P /kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence;  can  be 
< eated  after  15  to  30  minutes.  If  no  relief  after  third  administration, 
propriate  adjunctive  therapy  is  recommended 
Ficautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
cefully  consider  individual  pharmacologic  effects — particularly  with  known 
pnpounds  which  may  potentiate  action  of  Valium  (diazepam),  / e , 
bpnothiazmes,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
s its  Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
cnpanying  depression  who  may  have  suicidal  tendencies  Observe  usual 
[¡.cautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
In  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
fcount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (mi- 
ti  y 2 to  2'/2  mg  once  or  twice  daily,  increasing, gradually  as  needed  or 
prated) 


2-MG,  5-MG, 

10-MG  SCORED 
TABLETS 
TEL-E-DOSE® 
REVERSE- 
NUMBER  PACKS 
2-ML  TEL-E-JECT®\ 
DISPOSABLE  \ 
SYRINGES  ) 

2-ML  AMPULS  / 
10-ML  VIALS  / 


5 MG/ML 


GIVES  YOU  THS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXBUTY 


PSYCHOTHERAPEUTIC 


SKELETAL  MUSCLE 
REAXANT 


ONLY 


VAUUM 


(diazepam) 

HAS  THESE  TWO 
DISTINCT  EFFECTS 


DISPLAY 

SHELVES 


BOLETIN 
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Great  taste 
means  better 
compliance 


Maalox 

■ la  MAGNESIUM 

M0UW  I W & ALUMINUM 

I IUD  ^R0XIDES 

SIMETHICONE 

LEMON  SWISS  CREME  FLAVOR 

The  best 


tasting  antacid 
you  can 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa.  19034 


Combipres: 
Today  and 
Tomorrow 


well  tolerated  — only  9%  of  484  patients, 

in  16  clinical  trials,  definitely  or  probably  dropped  out 
due  to  side  effects.1 


91% 


well  tolerated 


9% 


dropouts 

i i i i i i i i 1 1 — 

0 10  20  30  40  50  60  70  80  90  100 

PERCENT  OF  PATIENTS 


tive  control  in  (mild  to  moderate)  hypertension 
lly  with  just  2 or  3 tablets  daily. 

_ow  incidence  of  depression,  and  orthostatic 
tension.* 

rhe  most  common  side  effects  are  dry  mouth, 
siness,  and  sedation,  which  generally  tend  to  dim- 
with  time.  As  with  other  antihypertensives  contain- 
liuretic  agents,  hypokalemia,  hyperuricemia,  and 
rglycemia  may  occur.  Drowsiness  and  sedation 
be  alleviated  by  giving  the  larger  portion  of  the 
ed  dose  at  bedtime.2'3 

Convenient  morning  and  bedtime  dosage 
duling. 


Combipres 

0 1 or  0 2 mg  and  chlorthalidone  15  mg  «I 

HYPERTENSION 

Combipres  is  not  indicated  tor  initial  therapy  It  is  for  patients  ie- 
sponslve  to  its  components  given  separately  in  equivalent  dosages 
Please  see  brief  summary  of  the  prescribing  information  on  the  last 
page  of  this  ad  for  warnings,  precautions,  and  adverse  reactions. 
‘Orthostatic  hypotension  has  been  reported  with  chlorthalidone  and 
may  be  potentiated  when  chlorthalidone  is  combined  with  alcohol, 
barbiturates,  or  narcotics 


Combipres'  i .2 

Each  tablet  contains  Catapres'  (clonidme  HCI) 
0 1 or  0.2  mg.  and  chlorthalidone.  15  mg 


Warning:  This  fixed  combination  drug  is  not 
indicated  for  initial  therapy  of  hypertension 
Hypertension  requires  therapy  titrated  to  the 
individual  patient.  If  the  fixed  combination  rep- 
resents the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  manage- 
ment. The  treatment  of  hypertension  is  not 
static,  but  must  be  reevaluated  as  conditions 
in  each  patient  warrant 


Indication:  The  drug  is  indicated  in  the  treatment 
of  hypertension  (see  box  warning) 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  chlorthalidone  and  patients  with  se- 
vere renal  or  hepatic  diseases 
Warnings:  Tolerance  may  develop  in  some  in- 
stances necessitating  a reevaluation  of  therapy. 
Usage  in  Pregnancy  In  view  of  embryotoxicity 
findings  in  animals,  and  since  information  on  pos- 
sible adverse  effects  in  pregnant  women  is  limited 
to  uncontrolled  clinical  data,  the  drug  is  not  rec- 
ommended in  women  who  are  or  may  become 
pregnant  unless  the  potential  benefit  outweighs 
the  potential  risk  to  mother  and  fetus. 

Usage  in  Children:  No  clinical  experience  is  avail- 
able with  the  use  of  Combipres  in  children 
Precautions:  When  discontinuing  Combipres.  re- 
duce the  dose  gradually  over  2 to  4 days  to  avoid 
a possible  rapid  rise  in  blood  pressure  and  as- 
sociated subjective  symptoms  such  as  nervous- 
ness. agitation,  and  headache  Patients  should  be 
instructed  not  to  discontinue  therapy  without  con- 
sulting their  physician  Rare  instances  of  hyper- 
tensive encephalopathy  and  death  have  been  re- 
corded after  cessation  of  clomdine  hydrochloride 
therapy.  A causal  relationship  has  not  been  estab- 
lished in  these  cases  It  has  been  demonstrated 
that  an  excessive  rise  in  blood  pressure,  should  it 
occur,  can  be  reversed  by  resumption  of  Com- 
bipres therapy  or  by  intravenous  phentolamine 
Patients  who  engage  in  potentially  hazardous  ac- 
tivities. such  as  operating  machinery  or  dnving. 
should  be  advised  of  the  sedative  effect  of  the 
clonidme  hydrochloride  component. This  drug  may 
enhance  the  CNS-depressive  effects  of  alcohol, 
barbiturates  and  other  sedatives.  Like  any  other 
antihypertensive  agent.  Combipres  should  be 
used  with  caution  in  patients  with  severe  coronary 
insufficiency,  recent  myocardial  infarction,  cere- 
brovascular disease  or  chronic  renal  failure 
As  an  integral  part  of  their  overall  long-term  care, 
patients  treated  with  Combipres  should  receive 
periodic  eye  examinations  While,  except  for  some 
dryness  of  the  eyes,  no  drug-related  abnormal 
ophthalmological  findings  have  been  recorded 
with  Catapres.  in  several  studies  the  drug  pro- 
duced a dose-dependent  increase  in  the  incidence 
and  severity  of  spontaneously  occurring  retinal 
degeneration  in  albino  rats  treated  for  6 months  or 
longer 

Patients  predisposed  toward  or  affected  by  dia- 
betes should  be  tested  periodically  while  receiving 


Combipres.  because  of  the  hyperglycemic  effect 
of  chlorthalidone 

Because  of  the  possibility  of  progression  of  renal 
failure,  periodic  determination  of  the  BUN  is  indi- 
cated If.  in  the  physician  s opinion,  a rising  BUN 
is  significant,  the  drug  should  be  stopped 
The  chlorthalidone  component  of  Combipres  may 
lead  to  sodium  and/or  potassium  depletion  Mus- 
cular weakness,  muscle  cramps,  anorexia, 
nausea,  vomiting,  constipation,  lethargy  or  mental 
confusion  may  occur.  Severe  dietary  salt  restric- 
tion is  not  recommended  in  patients  receiving 
Combipres. 

Periodic  determinations  of  the  serum  potassium 
level  will  aid  the  physician  in  the  detection  of 
hypokalemia.  Extra  care  should  be  given  to  detec- 
tion of  hypokalemia  in  patients  receiving  adrenal 
corticosteroids.  ACTH  or  digitalis.  Hypochloremic 
alkalosis  often  precedes  other  evidence  of  severe 
potassium  deficiency.  Frequently,  therefore,  more 
sensitive  indicators  than  the  potassium  serum 
level  are  the  serum  bicarbonate  and  chloride  con- 
centrations. Also  indicative  of  potassium  depletion 
can  be  electrocardiographic  alterations  such  as 
changes  in  conduction  time,  reduction  in 
amplitude  of  the  T wave;  ST  segment  depression, 
prominent  U wave  These  abnormalities  may  ap- 
pear with  potassium  depletion  before  the  serum 
level  of  potassium  decreases  To  lessen  the  pos- 
sibility of  potassium  deficiency,  the  diet,  in  addition 
to  meat  and  vegetables,  should  include 
potassium-rich  foods  such  as  citrus  fruits  and 
bananas.  If  significant  potassium  depletion  should 
occur  during  therapy,  oral  potassium  supplements 
in  the  form  of  potassium  chloride  (3  to  4.5  gm/ 
day),  fruit  juice  and  bananas  should  be  given. 
Adverse  Reactions:  The  most  common  reactions 
are  dry  mouth,  drowsiness  and  sedation.  Consti- 
pation, dizziness,  headache,  and  fatigue  have 
been  reported  Generally  these  effects  tend  to  di- 
minish with  continued  therapy. 

Clomdine  hydrochloride:  Anorexia,  malaise, 
nausea,  vomiting,  parotid  pain,  mild  transient  ab- 
normalities in  liver  function  tests;  one  case  of 
possible  drug-induced  hepatitis  without  icterus  and 
hyperbilirubinemia  in  a patient  receiving  clomdine 
hydrochloride,  chlorthalidone  and  papaverine  hy- 
drochloride. Weight  gain,  transient  elevation  of 
blood  glucose,  or  serum  creatine  phosphokinase; 
congestive  heart  failure,  Raynaud's  phenomenon; 
vivid  dreams  or  nightmares,  insomnia,  other  be- 
havioral changes,  nervousness,  restlessness,  anx- 
iety and  mental  depression  Also  rash,  angio- 
neurotic edema,  hives,  urticaria,  thinning  of  the 
hair,  pruritus  not  associated  with  a rash;  impo- 
tence. urinary  retention;  increased  sensitivity  to 
alcohol,  dryness,  itching  or  burning  of  the  eyes, 
dryness  of  the  nasal  mucosa,  pallor,  gynecomas- 
tia, weakly  positive  Coombs'  test,  asymptomatic 
electrocardiographic  abnormalities  manifested  as 
Wenckebach  period  or  ventricular  trigeminy. 
Chlorthalidone : Symptoms  such  as  nausea,  gas- 
tric irritation,  anorexia,  constipation  and  cramping, 
weakness,  dizziness,  transient  myopia  and  rest- 
lessness are  occasionally  observed  Headache 
and  impotence  or  dysuria  may  occur  rarely  Or- 
thostatic hypotension  has  been  reported  and  may 
be  potentiated  when  chlorthalidone  is  combined 


with  alcohol,  barbiturates  or  narcotics.  Skin 
rashes,  urticana  and  purpura  have  been  reported 
in  a few  instances 

A decreased  glucose  tolerance  evidenced  by 
hyperglycemia  and  glycosuria  may  develop  incon- 
sistently This  condition,  usually  reversible  on  dis- 
continuation of  therapy,  responds  to  control  with 
antidiabetic  treatment.  Diabetics  and  those  pre- 
disposed should  be  checked  regularly 
As  with  other  diuretic  agents  hypokalemia  may 
occur  (see  Precautions).  Hyperuricemia  may  be 
observed  on  occasion  and  acute  attacks  of  gout 
have  been  precipitated.  In  cases  where  prolonged 
and  significant  elevation  of  blood  uric  acid  con- 
centration is  considered  potentially  deleterious, 
concomitant  use  of  a uricosuric  agent  is  effective 
in  reversing  hyperuricemia  without  loss  of  diuretic 
and/or  antihypertensive  activity. 

Idiosyncratic  drug  reactions  such  as  aplastic 
anemia,  thrombocytopenia,  leukopenia,  agranulo- 
cytosis, and  necrotizing  angiitis  have  occurred, 
but  are  rare 

The  remote  possibility  of  pancreatitis  should  be 
considered  when  epigastric  pain  or  unexplained 
gastrointestinal  symptoms  develop  after  prolonged 
administration. 

Other  adverse  reactions  which  have  been  re- 
ported with  this  general  class  of  compounds  in- 
clude; jaundice,  xanthopsia,  paresthesia  and 
photosensitization. 

Overdosage:  Catapres  (clonidme  hydrochloride): 
Profound  hypotension,  weakness,  somnolence, 
diminished  or  absent  reflexes  and  vomiting  fol- 
lowed the  accidental  ingestion  of  Catapres  by 
several  children  from  19  months  to  5 years  of 
age.  Gastric  lavage  and  administration  of  an 
analeptic  and  vasopressor  led  to  complete  recov- 
ery within  24  hours.  Tolazoline  in  intravenous 
doses  of  10  mg  at  30-minute  intervals  abolishes 
all  effects  of  Catapres  overdosage 
Chlorthalidone:  Symptoms  of  overdosage  include 
nausea,  weakness,  dizziness,  and  disturbances  of 
electrolyte  balance  There  is  no  specific  antidote, 
but  gastric  lavage  is  recommended,  followed  by 
supportive  treatment  Where  necessary,  this  may 
include  intravenous  dextrose  and  saline  with 
potassium  administered  with  caution. 

How  Supplied:  Combipres4  0 1 (Each  tablet  con- 
tains clonidine  hydrochloride  0.1  mg  + chlor- 
thalidone 15  mg).  It  is  available  as  pink,  oval, 
single-scored  compressed  tablets  in  bottles  of 
100. 

Combipres'*  0.2  (Each  tablet  contains  clonidine 
hydrochloride  0.2  mg  + chlorthalidone  15  mg).  It 
is  available  as  blue,  oval,  single-scored  com- 
pressed tablets  in  bottles  of  100 
For  complete  details,  please  see  full  prescribing 
information. 
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Colace  means  escape— from  laxative  stimulation, 
from  laxative  harshness,  from  laxative  habit. 
Colace  gently  helps  soften  stools  for  easy,  fMftP1 
less,  unstrained  elimination.  It's  the  great' laxative 
escape,  from  infancy  to  old  age.  Available  in  100 
and  50  mg.  capsules.  Syrup  or  liquid. 
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PHARMACEUTICAL  DIVISION 


This  asthmatic 

isn’t  worried  ahoul  his  next  breath... 


he’s  active 
he’s  effectively 
maintained  on 


contains  theophylline  (anhydrous)  150  mg 
ond  glyceryl  guaiacolate  (guoifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomatic  relief  of  bronchosposnc 
conditions  such  os  bronchial  asrhmo,  chronic  bronchitis, 
and  pulmonary  emphysema 

Warnings:  Do  nor  administer  more  frequently  than  every 
6 hours,  or  within  12  hours  after  rectal  dose  of  any  prepara- 
tion containing  theophylline  or  aminophylline  Do  nor 
give  other  compounds  containing  xanthine  derivatives 
concurrently 

Precautions:  Use  with  caution  in  patients  with  cardiac 
diseose  hepatic  or  renal  impairment  Concurrent  adminis- 
tration with  certain  antibiotics,  i.e  clindamycin  erythro- 
mycin, rroleandomycin  may  result  in  higher  serum  levels 
of  theophylline  Plasma  prothrombin  and  factor  V may 
increase  but  any  clinical  effect  is  likely  to  be  small  Metab- 
olites of  guoifenesin  may  contribute  to  increased  urinary 
5-hydroxymdoleacetic  acid  readings,  when  determined 
with  nirrosonophrhol  reagent.  Safe  use  in  pregnancy  has 
not  been  established  Use  in  cose  of  pregnancy  only  when 
clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  the  central  nervous  system  Its  administra- 
tion may  cause  local  irritation  of  the  gastric  mucoso  with 
possible  gastric  discomfort,  nauseo  and  vomiting  The 
frequency  of  adverse  reactions  is  related  to  the  serum 
theophylline  level  ond  is  nor  usually  a problem  or  serum 
theophylline  levels  below  20  mcg/ml 
How  Supplied:  Capsules  in  bottles  of  100  and  1000  and 
unit-dose  pocks  of  100,  Liquid  in  bottles  of  1 pint  and  1 
gallon. 

See  package  insert  for  complete  prescribing  information 
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CONFERENCIA  MAGISTRAL 
DR.  RAMON  M.  SUAREZ  - 1977 
PERSPECTIVAS  EN  EL  CONTROL  DEL 
RIESGO  DE  LA  HIPERTENSION  ARTERIAL 

Eli  A.  Ramírez,  M.D.,  M.S.  (Med),  FACP* 


Los  avances  de  los  últimos  veinte  años  en  el 
tratamiento  de  la  hipertensión  han  sido  notables. 
Dentro  de  esa  perspectiva,  los  trabajos  del  Grupo 
de  Estudios  Cooperativos  sobre  Drogas  Anti- 
hipertensivas  de  la  Administración  de  Veteranos 
ocupan  una  posición  de  prominencia.  El  propó- 
sito de  esta  presentación  es  señalar  el  valor  de  su 
contribución,  definir  sus  limitaciones  y ofrecer 
posibles  soluciones  a algunos  de  los  problemas 
que  quedan  por  resolver  respecto  al  control  del 
riesgo  de  la  hipertensión. 

Contribución  de  los  Estudios  Cooperativos 

Para  el  año  1956  el  riesgo  severo  de  la 
hipertensión  en  sus  fases  malignas  había  sido 
ampliamente  documentado.  También  se  había 
establecido  el  valor  dramático  de  la  terapia 
antihipertensiva  en  esa  fase.  Sin  embargo,  se 
desconocía  el  valor  del  tratamiento  en  formas 
menos  severas  de  la  enfermedad.  Para  ese  tiem- 
po, un  grupo  de  hospitales  de  la  Administración 
de  Veteranos  incluyendo  el  de  San  Juan  se 
organizó  como  el  Grupo  Cooperativo  de  la 
Administración  de  Veteranos,  y empezó  los 
estudios  para  demostrar  la  efectividad  antihiper- 
tensiva de  las  entonces  nuevas  medicaciones: 
tiazidas,  reserpina,  hidralazina  y bloqueadores 
gangliónicos.  En  los  años  1960  y 1962  se 
publicaron  los  primeros  Estudios  Cooperativos 


*De  la  Escuela  de  Medicina,  Universidad  de  P.R., 
Río  Piedras,  P.R.  y el  Hospital  de  Veteranos,  San  Juan, 
P.R.  Conferencia  fue  presentada  en  la  Convención  Anual 
Asociación  Médica  de  Puerto  Rico,  Noviembre  1977. 


que  demostraron  sin  lugar  a dudas  la  efectividad 
antihipertensiva  de  esos  agentes  farmacológicos 
(1,2,3). 

En  el  año  1961-Hodge  et  al  (4),  en  el  1963 
Lieshman  (5),  y en  el  1964  Hamilton  et  al  (6) 
presentaron  evidencia  preliminar  en  estudios  no 
controlados  de  que  el  tratamiento  en  formas 
moderadas  de  la  hipertensión  afectaba  favorable- 
mente la  incidencia  de  episodios  mórbidos, 
característicos  de  la  enfermedad.  Sin  embargo, 
para  ese  mismo  tiempo  otros  conocidos  investi- 
gadores tales  como  Perera  (7)  y Goldring  y 
Chasis  (8),  expresaron  dudas  de  que  los  benefi- 
cios de  la  terapia  antihipertensiva  fueran  mayo- 
res que  los  del  tratamiento  meramente  sintomá- 
tico. Ciertamente,  en  aquel  entonces  la  mayor 
parte  de  los  médicos  no  creían  en  el  tratamiento 
de  la  hipertensión.  Se  hacía  patente,  por  lo 
tanto,  la  necesidad  de  hacer  estudios  prospecti- 
vos y controlados  para  evaluar  la  efectividad  de 
la  terapia  antihipertensiva  en  las  fases  no  malig- 
nas de  la  hipertensión. 

En  el  año  1963  el  Grupo  Cooperativo  inició 
tal  investigación.  Bajo  el  liderato  del  Dr.  Edward 
D.  Freis  se  diseñaron  protocolos  que  garanti- 
zacen  el  valor  estadístico  de  los  resultados  y que 
permitieran  determinar  de  una  vez  y por  todas  si 
tratamiento  de  la  hipertensión  no  maligna  era 
beneficioso  o no.  Los  resultados  de  esos  estudios 
fueron  publicados  en  los  años  1967  y 1970  en  el 
Journal  of  the  American  Association  (9,  10),  y 
en  el  año  1972  en  la  revista  Circulation  (11). 

Un  resumen  breve  de  esos  estudios  se  presen- 
ta a continuación: 

Dos  grupos  de  hombres  hipertensos,  uno 

de  143  pacientes  con  presión  diastólica  de 
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115  a 129  mm.  Hg  y el  otro  de  380 
pacientes  con  presión  diastólica  de  90  a 114 
mm.  Hg  fueron  colocados  al  azar  en  trata- 
miento con  placebos  o con  terapia  activa, 
consistiendo  la  última  de  hidroclorotiazida, 
reserpina  e hidralazina. 

En  los  pacientes  del  grupo  con  presión 
diastólica  de  115  a 129  mm.  Hg  que  fueron 
tratados  con  placebos  ocurrieron  27  compli- 
caciones, casi  todas  propias  de  la  hiperten- 
sión y 4 muertes,  dentro  de  un  período 
promedio  de  seguimiento  de  sólo  16  meses. 
En  cambio,  en  los  pacientes  con  el  mismo 
nivel  inicial  de  presión  diastólica  tratados 
con  medicación  activa  ocurrieron  solamente 
dos  complicaciones  y ninguna  muerte  duran- 
te el  mismo  período  de  seguimiento. 

En  los  pacientes  del  grupo  con  presión 
diastólica  de  90  a 114  mm.  Hg  que  fueron 
tratados  con  placebos,  56  pacientes  desarro- 
llaron complicaciones  35  de  las  cuales  eran 
propias  de  la  hipertensión,  y 19  pacientes 
murieron  por  razones  asociadas  a hiperten- 
sión, o arteriosclerosis,  dentro  de  un  período 
promedio  de  seguimiento  de  3.3  años.  Por 
contraste,  en  los  pacientes  con  el  mismo 
nivel  de  presión  diastólica  tratados  con 
medicación  activa,  sólo  22  pacientes  desarro- 
llaron complicaciones,  5 de  las  cuales  eran 
propias  de  la  hipertensión  y 8 pacientes 
murieron  de  causas  relacionadas  al  sistema 
cardiovascular,  dentro  del  mismo  período 
promedio  de  seguimiento. 

También  se  estableció  que  el  riesgo  es 
mayor  mientras  más  alta  sea  la  presión 
diastólica.  En  los  pacientes  con  presión 
diastólica  sobre  104  mm.  Hg  el  riesgo  de 
complicaciones  fue  severo  y la  efectividad 
del  tratamiento  en  evitar  complicaciones  fue 
definitiva.  Sin  embargo,  en  los  pacientes 
cuya  presión  era  entre  90  y 114  mm.  Hg  el 
riesgo  de  complicaciones  fue  mucho  menor. 
Estos  estudios  demostraron  que  la  hiperten- 
sión arterial  no  tratada  conlleva  un  alto  riesgo  de 
complicaciones  cardiocerebrorenales  y muerte. 
Los  hallazgos  armonizaron  con  los  de  otras 
investigaciones  que  han  comprobado  que  la 


hipertensión  arterial  cuadruplica  la  incidencia  del 
fallo  cardíaco  congestivo  y del  derrame  cerebral, 
y duplica  la  del  infarto  del  miocardio.  Se 
demostró  que  el  tratamiento  reduce  a una  cuarta 
parte  la  incidencia  del  fallo  cardíaco  y del 
derrame  cerebral,  pero  no  se  pudo  demostrar 
que  tuviese  efecto  alguno  sobre  la  incidencia  del 
infarto  del  miocradio.  Respecto  al  derrame 
cerebral,  el  beneficio  se  obtuvo  tanto  respecto  al 
derrame  hemorrágico,  como  al  reconocido  clíni- 
camente como  derrame  no  hemorrágico  o trom- 
bótico. 

La  publicación  de  los  resultados  de  estos 
estudios  cambió  por  completo  el  enfoque  que 
hasta  entonces  se  había  tenido  sobre  la  hiperten- 
sión. Se  aceptó  casi  unánimemente  que  se  había 
probado  que  la  hipertensión  se  acompaña  de  un 
alto  riesgo  de  complicaciones  y que  este  riesgo  es 
controlable  en  la  mayor  parte  de  los  pacientes 
mediante  simples  medidas  terapéuticas.  Por  razo- 
nes éticas,  ya  no  sería  posible  volver  a efectuar 
otros  estudios  en  que  pacientes  con  presiones 
diastólicas  de  105  mm.  Hg  o más  fuesen  coloca- 
dos al  azar  en  tratamiento  con  placebos  por 
períodos  indefinidos  o prolongados. 

El  derivado  más  importante  de  ese  cambio 
de  actitud  fue  la  iniciación  de  una  intensa 
campaña  educativa  sobre  la  hipertensión,  quizás 
sólo  comparable  con  la  que  se  hizo  en  el  pasado 
para  controlar  las  enfermedades  infecciosas  me- 
diante la  vacunación.  La  campaña  envolvió  en 
los  Estados  Unidos  a todos  los  niveles  del  sector 
gubernamental,  las  agencias  voluntarias  y al 
sector  académico.  Acabó  por  extenderse  a casi 
todos  los  países  del  mundo  civilizado. 

No  cabe  duda  de  que  esa  campaña  ha 
alcanzado  logros  significativos.  Antes  de  los 
Estudios  Cooperativos,  se  había  establecido  que 
en  los  Estados  Unidos  sólo  un  50%  de  los 
hipertensos  sabían  que  tenían  hipertensión,  y 
sólo  un  12.5%  estaba  bajo  tratamiento  activo 
(12).  Por  contraste,  los  informes  más  recientes 
indican  que  un  70%  de  los  hipertensos  ya  han 
sido  identificados,  y un  40%  están  recibiendo 
tratamiento  activo  (13).  Se  ha  estimado  que  en 
los  Estados  Unidos  solamente,  sobreviven  hoy  en 
día  290,000  personas  que  ya  hubiesen  muerto 
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por  complicaciones  hipertensivas  de  no  haber 
estado  bajo  tratamiento  (14).  Se  atribuye  en 
parte  al  tratamiento  efectivo  de  la  hipertensión, 
el  que  por  primera  vez  se  ha  detenido  el  avance 
hasta  ahora  inexorable  de  las  enfermedades 
cardiovasculares  como  causa  de  muerte,  y hasta 
ha  disminuido  su  tasa  de  mortalidad.  Es  a base 
de  estos  efectos  que  los  Estudios  Cooperativos 
han  sido  considerados  como  una  de  las  contribu- 
ciones más  sobresalientes  en  la  historia  de  la 
medicina  preventiva. 

Limitaciones  de  los  Estudios  Cooperativos 

No  obstante  el  éxito  evidente  de  estas 
intervenciones,  se  han  levantado  voces  de  cautela 
respecto  a la  interpretación  de  los  resultados  de 
los  Estudios  Cooperativos.  Proger  (15),  Chasis 
(16),  y Alderman  (17),  entre  otros,  han  cuestio- 
nado la  aplicabilidad  de  los  Estudios  Coopera- 
tivos a la  población  de  hipertensos  en  general.  Se 
han  preguntado:  ¿Cuán  apropiado  es  extrapolar 
de  las  muestras  clínicas  de  los  Estudios  al 
universo  de  los  hipertensos?  ¿Qué  relación 
guardan  las  limitaciones  de  los  Estudios  en  este 
respecto  con  la  decisión  final  de  tratar,  o no 
tratar  a cada  paciente  individualmente? 

Estas  legítimas  preguntas  merecen  una  consi- 
deración detallada.  Se  puede  partir  de  la  premisa 
señalada  por  estos  autores  de  que  hasta  el  punto 
en  que  ciertas  poblaciones  hipertensas  no  esta- 
ban adecuadamente  representadas  en  las  mues- 
tras clínicas  de  los  Estudios  Cooperativos,  las 
conclusiones  de  dichos  estudios  no  serían  aplica- 
bles a ellas. 

En  efecto,  hay  varias  categorías  de  pacientes 
hipertensos  que  no  estaban  adecuadamente  re- 
presentadas en  las  muestras  clínicas  de  dichos 
estudios,  y por  lo  tanto  presentan  de  primera 
instancia  indicaciones  problemáticas  de  trata- 
miento, si  se  consideran  solamente  a base  de  los 
Estudios  Cooperativos.  Estas  categorías  no  se 
excluyeron  intencionalmente  en  el  diseño  de  los 
Estudios  sino  que,  o no  estaban  accesibles,  o no 
se  sabía  en  aquel  entonces  que  eventualmente 
sería  necesario  considerarlas  separadamente.  En 
las  publicaciones  de  los  Estudios  se  han  hecho 


las  salvedades  correspondientes  respecto  a estas 
características  limitantes  de  las  muetras  clínicas 
que  se  utilizaron. 

Indicaciones  Problemáticas  de 
Tratamiento  en  Hipertensión 

1.  Pacientes  jóvenes  5.  Hipertensión  lábil 

2.  Mujeres  6.  Pacientes  pre-coronarios 

3.  Hipertensión  sistólica  7.  Pacientes  incumplidores 

4.  Pacientes  ambulatorios  8.  Hipertensión  “leve” 

Consideración  Detallada  de  Indicaciones 
Problemáticas  de  Tratamiento 

1.  Pacientes  jóvenes 

La  muestra  de  pacientes  de  los  Estudios 
Cooperativos  estuvo  compuesta  exclusivamente 
de  adultos;  y más  aun,  de  adultos  de  edad  algo 
avanzada.  La  edad  promedio  fue  de  51.1  años. 

Sólo  un  14.2%  tenía  menos  de  40  años  de  edad. 

Por  contraste,  en  el  Estudio  Nacional  de  Salud 
de  los  Estados  Unidos  para  los  años  1960-1962, 
un  14.6%  de  la  población  de  hombres  con 
presión  diastólica  de  90  a 129  mm.  Hg  tenían  34 
años  o menos  (18).  Si  se  extiende  el  límite  de 
edad  hasta  los  44  años,  la  proporción  era  de 
39.5%  Esos  años  corresponden  a los  años  inme- 
diatamente antes  de  empezarse  a reclutar  las 
muestras  clínicas  de  los  Estudios  Cooperativos. 

A base  de  estas  cifras  se  puede  concluir  que  este 
grupo  de  hipertensos  tuvo  una  representación 
proporcionalmente  menor  en  las  muestras  de  los 
Estudios  Cooperativos. 

Lo  que  le  da  más  relevancia  a esta  deficiencia 
es  la  importancia  de  este  grupo;  no  que  no 
tengan  indicaciones  de  tratamiento.  Muy  por  el 
contrario,  éste  es  el  grupo  que  mejor  aprove- 
charía el  efecto  profiláctico  de  la  terapia  anti- 
hipertensiva  en  todos  sus  aspectos,  incluyendo  la 
posible  prevención  de  la  arteriosclerosis.  Tam- 
bién hay  que  considerar  que  estos  individuos 
jóvenes  son  los  más  propensos  a desarrollar 
elevaciones  más  severas  de  presión  según  progre- 
sa su  enfermedad.  En  los  Estudios  Cooperativos, 

14  de  los  20  pacientes  con  presión  diastólica 
inicial  bajo  115  mm.  Hg  que  durante  el  curso  de 
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observación  desarrollaron  elevación  persistente 
de  la  presión  a 125  mm.  Hg  o más  tenían  menos 
de  50  años. 

Como  es  de  esperarse,  las  muestras  de 
pacientes  de  los  Estudios  Cooperativos  no  conte- 
nían ni  niños,  ni  adolescentes.  Una  de  las  más 
grandes  controversias  en  el  campo  de  la  hiperten- 
sión concierne  la  enfermedad  en  estos  grupos 
(19,  20).  Se  carece  de  información  detallada  en 
áreas  fundamentales  como  la  metodología  para 
tomar  la  presión  en  los  niños  y la  determinación 
de  los  niveles  normales.  Otras  áreas  de  incerti- 
dumbre son:  la  historia  natural  de  la  hiperten- 
sión en  los  niños,  la  incidencia  de  hipertensión 
primaria  en  comparación  con  hipertensión  se- 
cundaria, la  incidencia  de  hipertensión  en  niños 
y adolescentes  de  distintas  razas,  y las  formas  de 
tratamiento  que  deben  utilizarse.  Se  acepta 
generalmente  que  los  patrones  de  hipertensión 
en  niños  y adolescentes  son  diferentes  a los  de 
los  adultos,  y que  el  diseño  de  programas  de 
detección  y de  tratamiento  necesita  ser  modifi- 
cado especialmente  para  ellos  (18).  Esta  es  un 
área  que  necesita  urgentemente  más  investiga- 
ción. 

2.  Mujeres 

Los  pacientes  del  Estudio  Cooperativo  eran 
todos  hombres.  Esto  quiere  decir  que  de  los  23 
millones  de  hipertensos  en  los  Estados  Unidos,  y 
los  300  mil  de  Puerto  Rico,  la  mitad  no 

estuvo  representada  en  los  Estudios  Coopera- 
tivos. 

El  Estudio  Nacional  de  Salud  de  los  Estados 
Unidos  inidicó  que  la  prevalencia  de  hiperten- 
sión sistólica  es  más  alta  en  la  mujer  que  en  el 
hombre  después  de  los  60  años  de  edad.  En 
grupos  más  jóvenes  la  prevalencia  es  más  alta  en 
el  hombre,  tanto  para  la  presión  sistólica  como 
para  la  diastólica.  Después  de  los  60  años,  la 
mujer  sufre  más  frecuentemente  de  derrame 
hemorrágico  por  hipertensión  que  el  hombre, 
pero  tiene  mucho  menos  complicaciones  hiper- 
tensivas  que  el  hombre  antes  de  esa  edad.  Esto 
implica  que  es  posible  que  la  mujer  reciba  menos 
beneficio  del  tratamiento  antihipertensivo  que  el 
hombre.  Sin  embargo,  en  el  Estudio  Cooperativo 
de  los  Hospitales  del  Servicio  de  Salud  Pública 


Federal  de  los  Estados  Unidos  dirigido  por 
Smith  no  se  pudo  distinguir  en  términos  de 
beneficio  por  la  terapia  antihipertensiva  entre 
hombres  y mujeres  (21).  En  ausencia  de  más 
información  parece  razonable  el  que  se  apliquen 
a la  mujer  igual  que  al  hombre  los  resultados  de 
los  Estudios  Cooperativos. 

3.  Hipertensión  Sistólica 

En  los  Estudios  de  la  Administración  de 
Veteranos  se  usó  la  quinta  fase  de  la  presión 
diastólica  como  base.  Se  demostró  que  la  corre- 
lación entre  esta  presión  diastólica  y la  sistólica 
es  razonablemente  alta.  También  se  demostró 
que  ambas  presiones  responden  similarmente  al 
tratamiento.  No  obstante,  el  grupo  con  elevación 
particular  de  la  presión  sistólica  resultó  muy 
pequeño  para  analizarlo  separadamente,  y por  lo 
tanto,  no  se  pudo  llegar  a conclusiones  respecto 
a beneficio  específico  por  el  tratamiento  en 
pacientes  con  esa  característica. 

Hace  varios  años  que  se  demostró  en  estu- 
dios actuariales,  que  a cualquier  nivel  de  presión 
diastólica  la  mortalidad  aumenta  progresiva- 
mente con  aumento  de  la  presión  sistólica  (22). 
En  el  año  1967  se  publicó  evidencia  de  que  la 
hipertrofia  ventricular  en  la  hipertensión  se 
asocia  más  estrechamente  al  nivel  de  la  presión 
sistólica  que  al  de  la  diastólica  (23).  Reciente- 
mente el  grupo  de  Framingham  ha  demostrado 
que  la  elevación  sistólica  es  perjudicial  de  por  sí 
a cualquier  nivel  de  presión  diastólica  (24). 

Estas  observaciones  han  confirmado  que  la 
presión  sistólica,  que  tradicionalmente  se  había 
categorizado  como  un  inocente  acompañante  de 
la  presión  diastólica  tiene  un  significado  clínico 
adverso  de  por  sí.  No  obstante,  no  tenemos 
evidencia  confiable  de  que  en  ausencia  de  otros 
factores  los  beneficios  del  tratamiento  contra- 
rresten los  riesgos  de  la  enfermedad  y de  la 
medicación  cuando  la  presión  diastólica  es  me- 
nos de  105  mm.  Hg,  y la  sistólica  es  la  que  está 
predominantemente  elevada.  Esta  es  otra  área 
que  necesita  más  investigación. 

4.  Pacientes  ambulatorios 

Se  ha  recalcado  que  las  muestras  de  los 
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Estudios  Cooperativos  fueron  reclutadas  entre 
pacientes  hospitalizados  por  múltiples  razones, 
muchas  de  ellas  de  naturaleza  cardiovascular,  y 
que  estos  pacientes  eran  distintos  a los  ambula- 
torios que  se  ven  diariamente  en  los  consulto- 
rios. En  efecto,  al  entrar  al  estudio,  57.6% 
mostraban  evidencia  de  algún  tipo  de  daño 
cardio-cerebrorenal,  25%  tenían  cardiomegalia 
por  Rayos  X,  16.3%  tenían  hipertrofia  ventri- 
cular izquierda  por  electrocardiografía,  7.6% 
tenían  fallo  cardíaco  congestivo,  y 7.1%  habían 
tenido  un  infarto  del  miocardio.  Sin  embargo, 
los  Estudios  demostraron  que  pacientes  sin  estas 
anormalidades,  pero  con  presiones  diastólicas 
sobre  104  mm.  Hg  se  beneficiaron  significativa- 
mente del  tratamiento.  No  es  aparente,  por  lo 
tanto,  el  por  qué  no  deban  extenderse  las 
conclusiones  de  los  Estudios  a todos  los  pacien- 
tes con  este  nivel  de  presión,  irrespectivo  de  que 
sean  ambulatorios  o no. 

5.  Hipertensión  lábil 

Se  considera  como  hipertensión  lábil  una 
presión  diastólica  aislada  de  más  de  90  mm.  Hg, 
que  se  normaliza  espontáneamente  en  visitas 
subsiguientes.  En  nuestra  clínica  de  detección, 
aproximadamente  la  mitad  de  los  hipertensos 
nuevos  siguen  este  curso. 

La  base  de  presiones  arteriales  de  los  pacien- 
tes de  los  Estudios  Cooperativos  fue  establecida 
calculando  el  promedio  de  cuatro  determina- 
ciones diarias  tomadas  desde  el  cuarto  hasta  el 
sexto  día  después  de  hospitalización.  Eran,  pues, 
hipertensos  de  verdad;  hipertensos  “fijos”  si  se 
les  quiere  llamar  así,  en  contradistinción  al 
hipertenso  lábil  que  se  ve  en  clínicas  de  detec- 
ción. 

Se  ha  estimado  que  la  tendencia  de  hiperten- 
sos marginales  a desarrollar  hipertensión  sosteni- 
da es  de  aproximadamente  un  diez  por  ciento  en 
cinco  años  (25);  esto  es:  de  100  hipertensos 
lábiles  que  se  diagnostican  hoy,  10  tendrían 
hipertensión  sostenida  en  cinco  años.  De  acuer- 
do con  los  resultados  de  los  Estudios  Coopera- 
tivos, de  esos  10  sólo  6 desarrollarían  complica- 
ciones hipertensivas,  y de  esos  6 sólo  4 se 
beneficiarían  del  tratamiento.  Es  evidente  que  el 
rendimiento  del  tratamiento  en  hipertensos  mar- 


ginales es  muy  inferior  al  de  los  pacientes  de  los 
Estudios  Cooperativos. 

6.  Pacientes  Pre-Coronarios 

En  los  Estudios  Cooperativos  no  se  observó 
ningún  beneficio  por  el  tratamiento  respecto  a la 
incidencia  de  iñfarto  del  miocardio.  Por  otro 
lado,  hay  abundante  evidencia  procedente  de 
múltiples  estudios  de  excelente  autoridad  de  que 
la  hipertensión  se  asocia  a una  incidencia  elevada 
de  infarto  del  miocardio.  Una  posible  explica- 
ción de  esta  discrepancia  es  que  gran  parte  de  los 
pacientes  eran  de  edad  relativamente  avanzada,  y 
ya  tenían  cambios  orgánicos  vasculares  cuya 
reversibilidad  sería  cuestionable  o inaparente  en 
un  período  relativamente  corto  de  seguimiento. 
Otra  posible  explicación  es  que  el  seguimiento 
fue  demasiado  corto  porque  hubo  que  desconti- 
nuar el  estudio  por  la  alta  incidencia  de  compli- 
caciones hipertensivas  en  el  grupo  de  control. 

Se  ha  determinado  por  los  expertos  en 
estadística  que  la  demostración  de  prevención  de 
infarto  por  tratamiento  antihipertensivo  exige 
una  muestra  de  pacientes  jóvenes,  que  estén 
dispuestos  a seguir  el  tratamiento  por  un  perío- 
do prolongado.  Un  estudio  de  viabilidad  de  este 
diseño  ha  sido  empezado  por  el  Grupo  Coopera- 
tivo y se  ha  publicado  el  informe  de  su  fase 
preliminar  (26).  Se  volverá  a hacer  referencia  a él 
más  adelante. 

7.  Paciente  incumplidor 

En  los  informes  de  los  Estudios  Cooperativos 
se  señaló  que  las  muestras  de  pacientes  fueron 
cuidadosamente  seleccionadas  para  asegurar  en 
lo  posible  un  cumplimiento  idóneo.  Se  excluye- 
ron escrupulosamente  aquellos  individuos  que  se 
sospechó  no  pudiesen  cumplir  con  el  trata- 
miento, tales  como  psicópatas,  alcohólicos,  va- 
gos de  profesión,  etc.  Además,  a los  que  pasaron 
este  proceso  de  selección  se  les  sometió  a un 
tratamiento  de  prueba,  durante  el  cual  se  confir- 
mó su  cumplimiento  mediante  la  cuenta  de 
píldoras  y otras  pruebas.  Aproximadamente  la 
mitad  fueron  rechazados  en  esta  segunda  exclu- 
sión. 

Varios  estudios  han  demostrado  que  como  la 
mitad  de  los  hipertensos  no  cumplen  apropiada- 
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mente  con  el  tratamiento  (27).  Mientras  más 
complejo  es  el  régimen  de  tratamiento,  más  larga 
su  duración,  más  inadecuada  la  supervisión  del 
paciente,  y más  débil  la  percepción  que  el 
paciente  tiene  de  su  enfermedad,  mayores  son 
las  probabilidades  de  que  el  cumplimiento  sea 

malo. 

Es  evidente  que  para  que  sean  transferibles 
los  resultados  de  los  Estudios  Cooperativos  a 
otros  pacientes,  éstos  tendrían  que  rendir  el 
mismo  nivel  de  cumplimiento  que  se  les  exigió  a 
los  pacientes  de  los  Estudios.  Esta  indicación 
problemática  de  tratamiento  sólo  puede  subsa- 
narse por  el  terapéuta  de  hipertensión,  dentro  de 
la  relación  que  él  establece  con  cada  uno  de  sus 
pacientes.  Varios  estudios  han  establecido  que 
esto  puede  lograrse. 

8.  Hipertensión  “ leve  ” 

Se  define  la  hipertensión  “leve”  como  aqué- 
lla de  niveles  diastólicas  sostenidos  entre  90-104 
mm.  Hg.  De  acuerdo  con  el  Estudio  Nacional  de 
Salud  cerca  de  un  80%  de  todos  los  hipertensos 
pertenecen  a esta  clasificación  (18).  Muchos  de 
los  grupos  ya  discutidos  como  el  hipertenso 
joven,  el  sistólico,  el  lábil  y el  precoronario 
también  pueden  caer  en  esta  categoría. 

Este  grupo  es  el  eje  central  de  la  controversia 
sobre  los  Estudios  Cooperativos.  Por  un  lado  se 
ha  establecido  que  presiones  diastólicas  soste- 
nidas a estos  niveles  se  acompañan  de  un  exceso 
significativo  (aunque  pequeño  si  se  compara  a 
los  grupos  con  presiones  más  altas)  de  hemorra- 
gia cerebral  en  jóvenes,  de  complicaciones  arte- 
rioscleróticas  en  la  edad  mediana,  y de  trombosis 
y hemorragia  cerebral  en  la  edad  avanzada.  Por 
otro  lado,  los  Estudios  Cooperativos  no  demos- 
traron beneficio  por  el  tratamiento  en  este  grupo 
a menos  que  tuviesen  concomitantemente  otros 
factores  adversos. 

La  pregunta  lógica  es:  ¿Por  qué  no  manifes- 
taron estos  pacientes  evidencia  de  beneficio  por 
el  tratamiento?  A primera  vista  puede  especu- 
larse que  hubiesen  desarrollado  dichas  diferen- 
cias tras  un  seguimiento  más  prolongado,  que  no 
se  pudo  hacer  porque  el  número  de  complica- 
ciones en  los  pacientes  del  grupo  control  con 
presiones  más  altas  forzó  la  descontinuación  de 
los  estudios  por  razones  éticas.  Pero  el  problema 
realmente  fue,  que  debido  a la  relativamente 


baja  incidencia  de  complicaciones  que  ocurren 
con  este  nivel  de  presión,  los  Estudios  no  tenían 
un  número  suficiente  de  pacientes  en  la  muestra 
clínica  para  demostrar  la  presencia  o ausencia  de 
beneficio  dentro  de  un  período  razonable  de 
seguimiento. 

Se  mencionó  anteriormente  que  el  Grupo 
Cooperativo  ha  iniciado  un  estudio  de  viabilidad 
para  la  investigación  del  resultado  del  trata- 
miento en  hipertensos  jóvenes.  La  mayor  parte 
de  estos  son  leves.  La  razón  por  la  cual  se  ha 
iniciado  este  estudio  de  viabilidad  es  que  este 
diseño  tiene  serias  dificultades.  Los  expertos 
estadísticos  han  calculado  que  se  necesitan 
alrededor  de  8,000  jóvenes,  que  a pesar  de  estar 
esencialmente  asintómáticos  estén  dispuestos  a 
cumplir  con  el  difícil  requisito  de  seguir  fiel- 
mente el  tratamiento  por  10  años.  Los  costos 
serían  altísimos.  En  el  estudio  piloto  de  viabili- 
dad se  han  invertido  alrededor  de  3á  de  millón  de 
dólares  para  examinar  118,500  candidatos  y 
conseguir  una  muestra  clínica  de  1,012  pacien- 
tes. Hacen  falta  unos  7,000  más.  El  informe 
preliminar  indica  que  el  diseño  es  viable  pero 
muy  difícil  y costoso.  Al  presente  se  considera 
muy  dudoso  que  pueda  continuarse  este  estudio. 

Hay  otro  aspecto  de  índole  socio-económica 
que  también  hace  difícil  este  tipo  de  investiga- 
ción. Recientemente  Weinstein  y Stason  han 
publicado  sus  observaciones  respecto  a los  costos 
y beneficios  de  la  hipertensión  (29,  30).  Estos 
investigadores  han  determinado  que  implantar 
un  programa  nacional  de  detección  y trata- 
miento para  individuos  con  presiones  diastólicas 
de  más  de  105  mm.  Hg  costaría  casi  cinco  veces 
más  que  lo  que  costaría  el  tratar  las  complicacio- 
nes que  ocurrirían  en  estos  individuos  por  falta 
de  tratamiento.  En  pacientes  con  presiones  más 
bajas  la  desventaja  económica  sería  aun  mayor. 
Naturalmente,  estos  cálculos  no  toman  en  consi- 
deración ni  el  valor  ni  la  calidad  de  la  vida,  pero 
el  hecho  es  que  se  consideran  tales  proyecciones 
al  asignarse  fondos  para  investigación. 

Al  presente  hay  un  total  de  nueve  estudios 
activos  en  el  mundo  entero  sobre  este  problema: 
tres  en  Estados  Unidos,  dos  en  Inglaterra  y uno 
cada  uno  en  Australia,  Suecia,  Francia  y Bélgica 
(28).  Restándose  el  del  grupo  de  Estudios 
Cooperativos  cuyo  status  al  presente  es  dudoso, 
quedan  ocho.  Un  impedimento  mayor  de  los 
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otros  estudios  es  que  no  han  sido  diseñados  para 
que  se  pueda  consolidar  la  data  y considerarla 
conjuntamente,  en  caso  que  el  reclutamiento  de 
pacientes  sea  insuficiente. 

El  Tratamiento  de  la  Hipertensión  Leve 

Por  las  razones  ya  expuestas,  no  hay  segu- 
ridad en  este  momento  de  que  el  problema  de  la 
hipertensión  leve  va  a tener  una  solución  de  la 
misma  contundente  autoridad  como  la  que  han 
ofrecido  los  Estudios  Cooperativos  para  las 
presiones  más  altas.  Si  esto  es  así,  ¿por  qué  no 
tratar  a todos  los  hipertensos  aunque  no  se  tenga 
la  prueba  de  que  se  benefician?  A primera  vista 
este  curso  de  acción  parecería  razonable,  ya  que 
la  mortalidad  y la  presión  arterial  aumentan 
paralelamente  empezando  desde  niveles  muchos 
más  bajos  que  90  mm.  Hg.  De  acuerdo  a esta 
relación,  se  obtendría  algún  beneficio  tratando  a 
cualquier  individuo  aunque  su  presión  fuera 
bastante  más  baja  que  90  mm.  Hg.  Obviamente, 
el  problema  es  determinar  si  el  beneficio  vale  la 
pena  cuando  se  compara  con  los  riesgos  del 
tratamiento. 

Todos  los  agentes  antihipertensivos  tienen 
efectos  adversos  indeseables,  muchos  de  los 
cuales  amenazan  el  bienestar  y aun  la  vida  del 
paciente.  Está  aceptado  que  cuando  el  riesgo  de 
la  enfermedad  es  alto,  el  beneficio  contrapesa  el 
riesgo  de  esos  efectos.  Pero  en  la  hipertensión 
leve,  sin  evidencia  establecida  de  prolongación 
de  la  vida  o de  prevención  de  complicaciones,  no 
existe  la  justificación  para  someter  a los  pacien- 
tes a los  riesgos  adversos  del  tratamiento;  aun  sin 
considerar  los  costos  y las  inconvenientes  perso- 
nales que  acarrea. 

Nadie  sabe  exactamente  cuántos  de  estos 
pacientes  están  siendo  tratados  farmacológica- 
mente sin  indicación  apropiada,  pero  se  ha 
estimado  que  probablemente  se  trata  de  millones 
de  personas.  La  inquietud  de  los  que  atribuyen 
esta  situación  a una  interpretación  equivocada 
de  los  Estudios  Cooperativos  está  plenamente 
justificada. 

Hay  dos  observaciones  de  los  Estudios  Coo- 
perativos que  son  relevantes  a este  problema:  la 


primera  es  que  alrededor  de  un  20%  de  los 
pacientes  con  hipertensión  leve  del  grupo  con- 
trol manifestaron  dentro  del  período  de  segui- 
miento de  3.3  años  elevación  sostenida  de  la 
presión  diastólica  a niveles  en  que  el  beneficio 
del  tratamiento  fue  demostrado  irrefutable- 
mente; esto  es,  sobre  los  104  mm.  Hg.  De  hecho, 
un  4%  llegaron  hasta  niveles  de  125  mm.  Hg  o 
más  durante  tres  visitas  semanales  consecutivas. 
La  interpretación  de  esta  observación  es  que  la 
pregunta  no  debe  ser  si  tratar  o no  tratar,  sino  a 
quién  tratar  y a quién  seguir.  Es  evidente  que 
tratamiento  o no  tratamiento,  el  seguimiento  de 
los  hipertensos  leves  es  absolutamente  imprescin- 
dible. 

La  segunda  observación  es  que  ciertos  facto- 
res asociados  a niveles  de  hipertensión  leve 
produjeron  suficientes  complicaciones  como  pa- 
ra permitir  el  reconocimiento  de  beneficio  signi- 
ficativo por  el  tratamiento.  En  pacientes  que 
además  de  una  presión  diastólica  entre  90  y 104 
mm.  Hg  tenían  evidencia  de  daño  previo  cardio- 
cerebrorenal,  o que  tenían  más  de  50  años  de 
edad,  el  tratamiento  fue  significativamente  efec- 
tivo en  reducir  la  tasa  de  ataque  por  complica- 
ciones. Se  puede  concluir  que  la  indicación  de 
tratamiento  en  pacientes  con  presiones  diastó- 
licas  entre  90-104  mm.  Hg  requiere  la  considera- 
ción de  otros  factores  además  del  nivel  de  la 
presión  en  sí. 

Se  han  tomado  en  consideración  estos  fac- 
tores para  diseñar  un  esquema  que  permite 
llegar  a una  decisión  razonable  de  tratamien- 
to (31)  (Tab.  I).  Se  añade  un  punto  por 
cada  factor  adverso  respecto  a la  edad,  sexo, 
presencia  de  daño  cardiocerebrorenal,  la  presen- 
cia de  factores  de  riesgo,  y el  historial  familiar  de 
complicaciones  de  hipertensión.  Bajo  la  eviden- 
cia de  daño  cardiocerebrorenal  se  consideran 
anormalidades  tales  como  retinopatía  grado  II, 
hipertrofia  ventricular  izquierda  en  Rayos  X o 
electrocardiografía,  y la  presencia  de  proteinu- 
ria. Se  suman  los  puntos  y se  hace  la  decisión  a 
la  luz  del  nivel  de  la  quinta  fase  de  la  presión 
diastólica,  tomada  en  visitas  repetidas  usando  la 
metodología  recomendada  por  la  Asociación 
Americana  del  Corazón.  Este  es  un  esquema 
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sencillo  y práctico  para  uso  en  la  clínica.  Es  muy 
posible  que  en  el  futuro  se  comprueben  otros 
elementos  que  puedan  mejorar  la  selectividad 
de  este  esquema. 

Ya  que  la  selección  del  tratamiento  deter- 
mina la  efectividad  y la  toxicidad,  también  esta 
decisión  influye  sobre  la  decisión  de  tratar 
farmacológicamente  o no.  Recientemente,  el 
Comité  Conjunto  Nacional  sobre  la  Detección, 
Evaluación  y Tratamiento  de  la  Hipertensión  ha 
recomendado  el  programa  escalonado  de  trata- 
miento (32)  (Tab.  II).  Esta  recomendación  se  ha 
basado  principalmente  en  razones  prácticas:  la 
simplicidad,  el  factor  económico,  la  adaptabi- 
lidad a tratamiento  en  masa,  etc.,  pero  más 
importante  aun  es  que  el  programa  también 
facilita  el  cumplimiento  por  parte  del  paciente  y 
reduce  los  efectos  adversos  al  nivel  más  bajo 
posible. 

Hay  una  serie  de  principios  que  están  implí- 
citos en  el  uso  de  este  programa.  Siempre  que  la 
efectividad  sea  igual,  es  preferible  utilizar  el 
menor  número  de  medicinas  y el  menor  número 
de  administraciones  diarias,  posible.  Esto  facilita 
el  cumplimiento  por  el  paciente.  Varias  de  las 
preparaciones  disponibles,  (i.e.  algunas  de  las 
tiazidas,  la  reserpina,  el  metildopa  y la  guaneti- 
dina)  se  pueden  administrar  una  o dos  veces  al 
día  en  muchos  de  los  pacientes  sin  perder 
efectividad. 

Los  cambios  de  drogas  y dosificación  deben 
hacerse  con  precaución,  porque  muchos  pacien- 
tes hiperreaccionan  inesperadamente.  Es  muy 
frustrante  ver  un  hipertenso  que  necesita  trata- 
miento y se  torna  reacio  a tomarlo  por  haber 
tenido  la  experiencia  desagradable  de  un  episo- 
dio de  hipotensión  postural  tras  la  dosis  inicial 
del  medicamento.  La  titulación  de  dosis  es 
importante  con  todos  estos  medicamentos  y 
absolutamente  esencial  con  algunos  de  ellos. 

El  tratamiento  de  los  pacientes  que  no  deben 
asumir  los  riesgos  del  tratamiento  farmacológico 
es  muy  importante.  El  requisito  esencial  es 
continuar  bajo  supervisión  médica.  Se  incluye 
además  el  control  de  los  factores  de  riesgo 
coronario  (fumar,  hiperlipemia,  control  de  dia- 
betes, etc.),  la  restricción  de  sal,  el  control  del 


TABLA  I — Criterios  de  Tratamiento 


Prom.  Diastólica  (5ta  fase) 

) 104  mm.  Hg  x 3 — tratar  todos 
Prom.  Diastólica  (5ta  fase)  90-104  mm.  Hg. 

Hombre  1 

Negro  1 

Edad  < 45  años  1 

Las  tres  diastólicas  ) 94  mm.  Hg  1 
Hipertensión  severa  padre  o madre  1 
Hiperlipemia  o glucemia  1 

Daño  orgánico  visceral  2 

Prom.  diastólica  Tratar  si  suma  es 

90-94  4 ó más 

95-99  3 ó más 

100-104  2 ó más 


TABLA  II  — Programa  Escalonado  de  Tratamiento 

1.  Congéneres  de  Tiazida 

+ 

2.  Propranolol,  o Reserpina,  o Metildopa, 

o Prazosin,  o Clonidina 
o/+ 

3.  Hidralazina 

o/+ 

4.  Guanetidina 


peso  y el  ejercicio.  Están  bajo  investigación 
técnicas  para  cambiar  la  actitud  del  paciente 
como  la  retroalimentación  biológica,  la  psicote- 
rapia tradicional,  la  meditación  trascendental  y 
la  sugestión  hipnótica  (33). 

A pesar  de  que  estas  medidas  son  menos 
efectivas  que  el  tratamiento  farmacológico,  no  se 
les  debe  restar  importancia  (34).  Su  limitada 
efectividad  corresponde  al  riesgo  relativamente 
bajo  de  la  enfermedad  en  estos  pacientes.  Su 
principal  virtud  es  que  el  riesgo  de  hacer  daño 
con  ellas  es  ínfimo.  De  hecho,  estas  medidas 
deben  ser  utilizadas  también  junto  con  el  trata- 
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miento  farmacológico,  ya  que  se  ha  comprobado 
que  en  muchos  casos  contribuyen  a hacerlo  más 
efectivo. 

Es  obvio  que  se  necesitan  estudios  epidemio- 
lógicos y farmacológicos  adicionales  para  esclare- 
cer y mejorar  la  relación  de  riesgos  y beneficios 
en  la  hipertensión  leve. 

Resumen  y Conclusiones 

En  la  perspectiva  del  control  del  riesgo  de  la 
hipertensión  de  los  últimos  20  años,  los  Estudios 
Cooperativos  de  la  Administración  de  Veteranos 
ocupan  una  posición  de  gran  prominencia.  No 
obstante,  ha  sido  cuestionada  la  aplicabilidad  de 
sus  conclusiones  al  universo  de  los  hipertensos 
en  general. 

Un  análisis  de  las  muestras  clínicas  de  los 
Estudios  sugiere  que  no  debe  existir  objeción 
razonable  a extrapolar  sus  conclusiones  a jóve- 
nes, mujeres,  e hipertensos  ambulatorios;  pero  sí 
hay  necesidad  de  investigación  adicional  respec- 
to a la  hipertensión  sistólica,  los  niños,  los 
adolescentes,  y sobre  la  prevención  de  la  arte- 
riosclerosis a través  del  control  de  la  hiperten- 
sión. 

La  hipertensión  leve  es  el  problema  más 
importante  que  queda  por  resolver  respecto  al 
control  del  riesgo  de  la  hipertensión.  A base  de 
la  evidencia  establecida,  el  mero  hecho  de  la 
presencia  de  una  presión  diastólica  de  90-104 
mm.  Hg  no  es  de  por  sí  una  indicación  para 
tratamiento  farmacológico.  Sin  embargo,  es  pro- 
bable que  un  número  considerable  de  estos 
pacientes  están  recibiendo  dicho  tratamiento. 

Las  indicaciones  para  tratamiento  farmaco- 
lógico de  estos  pacientes  deben  ser  determinadas 
individualmente.  Los  Estudios  Cooperativos  hi- 
cieron observaciones  sobre  este  particular  que 
permiten  establecer  normas  indicativas  de  los 
varios  tipos  de  tratamiento.  Las  indicaciones  de 
tratamiento  en  estos  pacientes  necesitan  defini- 
rse mejor  mediante  estudios  epidemiológicos  y 
farmacológicos  que  contribuyan  a reducir  los 
-riesgos  y a aumentar  los  beneficios. 

Todo  el  razonamiento  del  tratamiento  de  la 
hipertensión  está  basado  sobre  dos  pilares:  el 
seguimiento  continuo  y el  cumplimiento  por  el 


paciente.  Es  obligación  del  terapéuta  de  hiper- 
tensión perseguir  incansablemente  estos  obje- 
tivos. 

Es  necesario  hacer  énfasis  en  que  esta  presen- 
tación ha  sido  principalmente  sobre  categorías 
de  hipertensos  que  no  estaban  adecuadamente 
representados  en  los  Estudios  Cooperativos,  y 
por  lo  tanto  presentan  controversia  respecto  a 
las  indicaciones  para  tratarlos  farmaco- 
lógicamente. No  es  admisible  ninguna  contro- 
versia respecto  a la  indicación  absoluta  de 

tratamiento  farmacológico  en  la  hipertensión  de 
niveles  diastólicos  sostenidos  de  105  mm.  Hg  o 
más;  irrespectivo  de  la  edad,  del  sexo,  de  la  raza, 
del  nivel  de  la  presión  sistólica,  de  la  ausencia  de 
complicaciones  cardiocerebrorenales,  de  la  histo- 
ria familiar,  o de  la  duda  que  pueda  existir 
respecto  a la  prevención  de  arteriosclerosis  por  el 
tratamiento.  Hay  que  continuar  los  esfuerzos 
por  identificar  estos  pacientes  y ponerlos  bajo 
tratamiento. 
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A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 

• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
Indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim*  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout: 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS;  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim.  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol®  (mercapto- 
purine)  or  Imuran*  (azathioprlne),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurlne  or  azathioprlne.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  ol  Childbearing  Age 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1 ) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  adose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  nave  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  “Toxic” 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  1 00  and  1 000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co  Representative  or  from  Professional  Services  Depart- 
ment PML. 
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Tenuate'  © 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan* 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  o(  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  1 4 days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect . rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy ; Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System.  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg.  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controlled-release  One  75 mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVEROOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor.  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness, hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine1)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio  45215,  U S A 
Licensor  of  Merrell* 
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Department,  MERRELL  RESEARCH  CENTER.  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati,  Ohio  45215.  2.  Hoekenga.  M.T., 
O'Dillon,  R.H.,  and  Leyland,  H ,M  A Comprehensive  Review  of  Dieth- 
ylpropion Hydrochloride  International  Symposium  on  Central 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Tenuate  Dospan  c 

(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 


Tenuate-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


For  prescribing  information  see  opposite  page. 
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The  evidence  of  experience 


Since  October  1974  when  Motrin®  (ibuprofen) 
was  introduced  in  the  United  States,  it  has  been 
used  by  more  than  6,000,000  patients  with 
rheumatoid  arthritis*  or  osteoarthritis.  Rarely  has 
an  ethical  pharmaceutical  product  been 
prescribed  for  so  many  patients  in  so  short  a time. 
In  addition,  more  than  450  studies  presenting 
new  data  related  to  Motrin  have  been  published. 

The  6,000,000  patients  already  treated 
with  Motrin  is  an  objective  measure  of  physicians’ 
confidence  in  the  ability  of  Motrin  to 
relieve  the  pain  and  inflammation  associated  with 
rheumatoid  arthritis  and  osteoarthritis. 


So  it  is  not  surprising  that  in  this  short  period 
Motrin  has  become  the  most  frequently 
prescribed  alternative  to  aspirin.  Motrin  relieves  joint 
pain  and  inflammation  as  effectively  as 
indomethacin  or  aspirin,  but  causes  significantly 
fewer  CNS  and  milder  GI  reactions. 

However,  gastrointestinal  bleeding,  sometimes  severe, 
has  been  associated  with  Motrin,  aspirin,  indo- 
methacin,  and  other  nonsteroidal  antiarthritic  agents. 

*The  safety  and  effectiveness  of  Motrin  have  not  been  established 
in  patients  with  Functional  Class  IV  rheumatoid  arthritis 
(incapacitated,  largely  or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care). 
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Motrin  400  fra 

ibuprofert  Upjohn 

The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe  Motrin. 

Please  turn  page  for  a brief  summary  of  prescribing  information. 
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The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


The  confidence  that  comes  from  experience- 
one  more  reason  to  prescribe 


Motrin  4(X)'mq 

itxiprofen,  Upjohn 


Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 
Contraindications:  Individuals  hypersensitive  to  it.  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 
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Resumen 

Dos  nuevos  adelantos  diagnósticos  en  la 
evaluación  del  árbol  biliar  son  la  colangiografía 
endoscópica  retrógrada  y la  colangiografía  per- 
cutánea  transhepática.  Presentamos  dos  pacien- 
tes con  colangitis  recurrente  hospitalizados  en 
nuestro  servicio  donde  estos  estudios  ayudaron  a 
determinar  la  causa  y el  lugar  de  la  patología  en 
el  tracto  biliar,  y hacemos  un  breve  repaso  de  las 
indicaciones  y contraindicaciones  de  estos  proce- 
dimientos. 

Two  new  diagnostic  procedures  for  the 
study  of  the  biliary  tract  are  the  endoscopic 
retrograde  cholangiopancreatography  and  the 
percutaneous  transhepatic  cholagiography.  We 
present  two  cases  with  recurrent  cholangitis 
hospitalized  at  our  service  where  these  studies 
determined  the  cause  and  site  of  obstruction  in 
the  biliary  tract,  followed  by  a review  of  the 
indications  and  contraindications  of  these  proce- 
dures. 


Dos  de  los  nuevos  adelantos  diagnósticos  en 
la  evaluación  del  árbol  biliar  son  la 
colangiopancreatografía  endoscópica  retrógrada 
y la  colangiografía  pecutánea  transhepática. 
Presentamos  dos  casos  con  colangitis  recurrente 
recientemente  hospitalizados  en  nuestro  servicio 
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en  los  cuales  estos  estudios  ayudaron  a deter- 
minar la  causa  y el  lugar  de  obstrucción  en  el 
tracto  biliar.  Luego  discutiremos  brevemente 
estos  dos  procedimientos  con  sus  indicaciones  y 
contraindicaciones. 

Presentación  clínica 

Una  señora  blanca  G3  P3  Ab  0 de  38  años 
fue  referida  a nuestro  servicio  debido  a ictericia 
recurrente  acompañada  de  dolor  epigástrico  se- 
vero, fiebre,  y escalofrío  después  de  una  colecis- 
tectomía  por  cálculos  biliares  practicada  ocho 
meses  antes. 

El  examen  físico  reveló  una  paciente  bien 
desarrollada  y bien  nutrida  sin  ninguna  anorma- 
lidad física  excepto  por  la  presencia  de  leve 
ictericia  y dos  cicatrices  quirúrgicas  en  el  abdo- 
men. 

Las  pruebas  pertinentes  demostraron  una 
bilirrubina  total  de  2.8mg  /di,  bilirrubina  conju- 
gada 1.6mg/dl,  fosfatasa  alkalina  de  más  de  350 
UI  (unidades  internacionales),  SGOT  55  UI, 
SGPT  35  UI,  albúmina  3.5mg/dl,  tiempo  de 
protrombina  89%,  y colesterol  300mg/dl. 

Durante  su  hospitalización  se  le  practicó  un 
colangiograma  intravenoso,  pero  no  se  visualizó 
el  árbol  biliar.  Entonces  se  prosiguió  con  la 
colangiografía  percutánea  transhepática  que  de- 
mostró las  ramas  hepáticas  derecha  e izquierda 
de  calibre  normal,  con  una  estrechez  del  colé- 
doco. (Ver  Figura  I) 

Se  prosiguió  con  una  colangiopancreato- 
grafía endoscópica  retrógrada,  que  reveló  un 
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Figura  I.-  La  colangiografía  percutánea  transhepática. 
A.  Colédoco;  B.  Estrechez  del  colédoco;  C.  Material  de 
contraste  en  duodeno. 


Figura  II.-  Colangiopancreatografía  endoscópica  retro- 
grada. A.  Colédoco;  B.  Detenimiento  súbito  del  material 
de  contraste;  C.  Conducto  pancreático. 


Figura  III.-  Colangiopancreatografía  endoscópica  retró- 
grada. A.  Cálculos;  B.  Dilatación  del  colédoco. 


relleno  normal  del  conducto  pancreático  pero  el 
colédoco  llenó  hasta  cierto  punto  (ver  Figura  II) 
donde  el  flujo  de  contraste  se  detuvo  súbita- 
mente. El  cuadro  clínico,  bioquímico,  y radioló- 
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gico  eran  compatibles  con  una  estrechez  post- 
quirúrgica del  colédoco.  En  la  cirugía  explora- 
toria, no  se  pudo  localizar  el  colédoco  debido  a 
adherencias  masivas.  Su  curso  post-operatorio  se 
complicó  con  el  desarrollo  de  una  fístula  biliar  y 
actualmente  está  hospitalizada. 


Presentación  clínica 

Una  señora  blanca  G3  P2  Ab.  1 de  35  años 
fue  referida  a nuestro  servicio  debido  a ictericia 
recurrente  acompañada  de  dolor  epigástrico  se- 
vero, fiebre  y escalofrío  después  de  una  colecis- 
tectomía  por  cálculos  biliares  practicada  dos 
años  antes.  Durante  unadde  sus  múltiples  hospi- 
talizaciones se  intentó  una  colangiografia  intra- 
venosa que  se  suspendió  debido  al  desarrollo  de 
disnea  y urticaria  generalizada. 

El  examen  físico  reveló  una  paciente  bien 
desarrollada  y bien  nutrida  sin  ninguna  anormali- 
dad física  excepto  por  la  presencia  de  una 
cicatriz  quirúrgica  en  el  cuadrante  superior 
derecho. 

Las  pruebas  de  laboratorio  demostraron  una 
bilirrubina  total  de  0.3  mg/dl.  SGOT  25  UI, 
SGPT  30  UI,  fosfatasa  alkalina  100  UI,  coles- 
terlo  165  mg/dl,  y tiempo  de  protrombina  de 
90%. 

Se  le  hizo  una  colasgiopancreatografía  endos- 
cópica retrógrada  que  reveló  dilatación  del 
colédoco  y la  presencia  de  cálculos.  (Ver  Figura 
III).  No  hubo  complicación  alérgica  durante  el 
procedimiento  y más  tarde  se  le  practicó  explo- 
ración del  colédoco  removiendo  tres  cálculos 
grandes  de  colesterol,  seguido  por  coledocoduo- 
denostomía. 

Discusión 

El  primer  caso  ilustra  las  ventajas  de  la 
colangiografia  percutánea  transhepática  (el  trans- 
hepático) y la  colangiopancreatografía  endos- 
cópica retrógrada  (el  regrógrado)  en  la  evalua- 
ción del  tracto  biliar  en  una  paciente  en  la  cual 
el  colangiograma  intravenoso  no  había  sido 
exitoso.  El  transhepático  nos  indica  el  lugar  de  la 
obstrucción,  pero  no  nos  da  información  del 
colédoco  distal  a la  estrechez.  El  retrógrado  nos 


indica  que  el  conducto  común  está  normal 
exactamente  hasta  el  lugar  de  la  estrechez, 
localizando  la  lesión  a un  lugar  pequeño  en  el 
colédoco  compatible  con  una  estrechez  post- 
quirúrgica. 

El  segundo  caso  nos  demuestra  el  uso  del 
retrógrado  en  pacientes  con  alergia  al  material  de 
contraste  por  vía  intravenosa  para  visualizar 
lesiones  en  el  tracto  biliar.  Estos  dos  casos  sirven 
de  punto  de  partida  para  discutir  brevemente 
estos  dos  procedimientos  diagnósticos  con  sus 
indicaciones  y contraindicaciones. 

La  colangiopancreatografía  endoscópica  re- 
trógrada es  un  estudio  endoscópico,  usando  un 
instrumento  con  visión  lateral  que  se  introduce 
hasta  la  segunda  porción  del  duodeno,  después 
de  haber  premedicado  adecuadamente  al  pacien- 
te. La  Ampolla  de  Vater  se  identifica  y se 
introduce  una  sonda  especial  inyectando  un 
material  de  contraste  en  el  conducto  pancreático 
y tracto  biliar,  examinados  bajo  control  radios- 
cópico  intensificante,  seguido  por  toma  de  radio- 
grafías al  acecho. 

Este  estudio  es  difícil  de  hacer  con  un 
porcentaje  de  éxito  de  80%  (1,2)  en  manos  de 
endoscopistas  con  una  larga  experiencia  en  le 
procedimiento.  La  frecuencia  de  complicaciones 
es  2.2%  con  una  mortalidad  de  0.15%  (3), 
debido  a sepsis. 

Las  indicaciones  (4,  5)  para  este  estudio  son 
las  siguientes: 

1.  Evaluación  del  conducto  pancreático  en  ca- 
sos donde  se  sospecha  pancreatitis  crónica, 
en  particular  si  se  está  considerando  cirugía 
pancreática. 

2.  Evaluación  del  conducto  pancreático  des- 
pués de  cirugía  pancreática. 

3.  Evaluación  de  pacientes  en  quienes  se  sospe- 
cha la  presencia  de  carcinoma  de  páncreas. 

4.  Estudios  especiales  como  citología  pancreá- 
tica, pailotomía,  y remoción  de  cálculos. 

5.  Evaluación  de  colestasis  para  diferenciar  la 
quirúrgica  de  la  no  quirúrgica. 

6.  Deteminar  la  causa  y el  lugar  de  patología  en 
el  tracto  biliar,  como  cálculos,  estrechez  y 
tumor. 

7.  Evaluación  del  paciente  con  el  síndrome 
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post-colecistectomía  en  busca  de  cálculo, 
estrechez,  o alguna  otra  lesión  del  tracto 
biliar. 

Las  contraindicaciones  para  el  estudio  son 
las  mismas  que  para  una  gastroscopía;  o sea,  un 
paciente  que  no  coopera,  un  infarto  del  miocar- 
dio agudo,  una  viscera  perforada,  shock,  y fallo 
cardiopulmonar  severo.  Existe  una  frecuencia 
aumentada  de  sepsis  en  pacientes  con  pseudo- 
quistes  pancreáticos  después  del  procedimiento 
y por  lo  tanto,  algunos  autores  (4)  no  lo 
recomiendan  en  esta  situación. 

La  colangiografía  percutánea  transhepática 
es  un  estudio  radiológico  que  se  hace  al  presente 
con  la  aguja  flexible  llamada  “Chiba”  de  15  cm 
de  largo,  con  un  diámetro  externo  de  0.7  mm. 
Esta  aguja  se  introduce  por  el  costado  derecho 
penetrando  el  hígado  hasta  llegar  al  borde  lateral 
de  las  vértebras.  Paulatinamente  se  saca  la  aguja 
mientras  se  inyecta  material  de  contraste  como 
Renografina  60,  hasta  que  se  visualicen  los 
conductos  biliares,  usando  una  pantalla  intensifi- 
cadora  en  todo  momento.  Al  canalizar,  se 
inyecta  suficiente  material  de  contraste  para 
visualizar  el  tracto  biliar  adecuadamente  seguido 
por  radiografías.  Frecuentemente  hay  que  hacer 
múltiples  punciones  antes  de  visualizar  el  tracto 
biliar.  El  porcentaje  de  éxito  de  visualizar  el 
tracto  biliar  es  alrededor  de  90%  (6,  7).  En 
pacientes  con  conductos  dilatados  hay  cuatro 
trabajos  (6,  7,  8,  9)  que  reportan  un  porcentaje 
de  éxito  de  100%.  En  pacientes  con  conductos 
no  dilatados,  el  porcentaje  de  éxito  es  de  29% 
(12)  a 95%  (7). 

Las  indicaciones  (4)  del  transhepático  son  las 
siguientes: 

1.  Diferenciar  colestasis  quirúrgica  de  la  no 
quirúrgica. 

2.  Determinar  la  causa  y el  lugar  de  patología 
en  el  tracto  biliar  como  cálculo,  estrechez  y 
tumor. 

3.  Evaluar  el  paciente  con  el  síndrome  post- 
colecistecomía  en  busca  de  cálculo,  estre- 
chez o alguna  otra  lesión  del  tracto  biliar. 

El  estudio  está  contraindicado  si  existe  un 
disturbio  de  coagulación,  colangitis  activa  y /o 
absceso  hepático  y alergia  al  material  de  contras- 


te. Hay  autores  que  también  consideran  la  ascitis 
(4)  y la  sospecha  de  un  turmo  vascular  (10)  en  le 
hígado  como  contraindicaciones. 

Este  procedimiento  está  asociado  a una 
mortalidad  ínfima  y en  algunos  centros  (7)  no 
ha  habido  informe  de  muerte.  Complicaciones 
como  peritonitis  por  bilis  y sangría  intrabdo- 
minal,  se  han  informado  en  1.5%  (6). 

En  algunos  centros  médicos  (10),  este  estu- 
dio es  el  procedimiento  de  elección  en  la 
evaluación  final  del  paciente  con  colestasis  cuya 
etiología  no  ha  podido  ser  determinada  por  la 
clínica,  cambios  bioquímicos  y estudios  diagnós- 
ticos no  invasivos  como  la  ultrasonografía  abdo- 
minal (11),  el  estudio  radiológico  del  trayecto 
gastrointestinal  superior  y la  colangiografía  in- 
travenosa. Al  visulaizar  el  árbol  biliar,  el  transhe- 
pático no  s debe  indicar  si  la  colestasis  es  de 
origen  intrahepático  o extrahepático.  El  no 
poder  visualizar  el  conducto  biliar  después  de 
múltiples  punciones  es  altamente  sugestivo  de  un 
sistema  biliar  no  dilatado  y se  debe  proseguir 
con  la  biopsia  de  hígado  o un  estudio  retrógrado 
si  este  último  está  disponible.  Obviamente,  si 
existe  alguna  contraindicación  para  el  transhepá- 
tico, se  debe  intentar  una  colangiopancreato- 
grafía  endoscópica  retrógrada. 
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SURGICAL  TREATMENT  OF  EXPANDING 
FALSE  ANEURYSM  OF  THE  POPLITEAL 
ARTERY:  TREATMENT  BY  GORE-TEX 
PATCH  ANGIOPLASTY 


Raúl  García  Rinaldi*  MD,  PhD,  Michael  W.  Gallagher,  MD  and  Jeffrey  Lau,  MD 


SUMMARY 

A patient  developed  a rapidly  expanding  false 
aneurysm  of  the  popliteal  artery  one  month  after  a stab 
wound  to  the  leg.  Femoral  arteriogram  confirmed  the 
diagnosis.  The  patient  was  successfully  treated  by 
popliteal  and  anterior  tibial  angioplasty  using  Gore-Tex® 
patch  using  the  medial  approach. 

Introduction 

The  need  for  immediate  restoration  of  circu- 
lation after  popliteal  artery  injuries  was  esta- 
blished during  the  Korean  and  Vietnam  conflicts 
and  this  practice  resulted  in  increased  limb 
salvage  (1).  In  civilian  practice,  injury  to  the 
popliteal  vessels  is  associated  with  a high  morbi- 
dity and  amputation  rate  probably  due  to  delay 
in  treatment  (2,  3,  4). 

Successful  repair  of  the  popliteal  vessels 
requires  prompt  diagnosis,  precise  arteriography 
and  immediate  surgical  exploration.  Failure  to 
accomplish  these  requirements  may  result  in 
limb  loss  or  delayed  complications  such  as  false 
aneurysms  or  arteriovenous  fistulae. 

False  aneurysms  of  the  popliteal  artery 
resulting  from  stab  wounds  are  rare  (2).  We 
recently  treated  a patient  with  an  expanding 
false  aneurysm  of  the  popliteal  artery  secondary 
to  a missed  stab  wound.  The  method  of  evalua- 
tion and  circulatory  reconstruction  utilized  in 
this  patient  is  discussed. 


From  the  Houston  Heart  Institute,  Inc.  and  the  De- 
partment of  Surgery,  Baylor  College  of  Medicine,  Houston, 
Texas. 


Case  Report 

A twenty-three-year-old  male  was  evaluated 
in  the  emergency  center  after  a stab  wound  to 
the  left  calf.  He  had  a moderate  amount  of 
swelling  and  tenderness  in  the  area  of  laceration. 
Since  the  swelling  did  not  progress  and  he 
maintained  palpable  distal  pulses,  he  was  dis- 
charged after  receiving  local  care  of  the  wound. 
The  patient  did  well,  but  a month  later  noticed 
that  quite  suddenly  his  leg  began  • to  swell  and 
returned  for  re-evaluation. 

Physical  examination  revealed  marked  swell- 
ing of  the  left  calf,  approximately  twice  the  size 
of  the  opposite  leg  with  marked  tenderness  to 
palpation.  A bruit  was  audible  over  the  old  scar 
and  the  patient  was  thought  to  have  a traumatic 
arteriovenous  fistula. 

Left  femoral  arteriogram  demonstrated  ex- 
travasation of  dye  from  the  distal  popliteal 
artery.  There  was  no  evidence  of  arteriovenous 
fistula  (Figure  1). 

The  left  popliteal  fossa  was  explored  using 
the  medial  approach.  The  patient  had  a false 
aneurysm  secondary  to  the  previously  missed 
stab  wound.  Approximately  one  liter  of  clotted 
and  fluid  blood  were  evacuated  from  the  popli- 
teal fossa  and  the  leg.  The  stab  wound  had 
injured  the  popliteal  artery  and  the  laceration 
extended  into  the  anterior  tibial  artery  (Figure 
2).  The  artery  was  repaired  using  a Gore-Tex® 
patch  to  prevent  narrowing  ot  the  lumen.  An 
intra-operative  arteriogram  demonstrated  exce- 
llent filling  of  the  distal  vessels  without  narrow- 
ing of  the  popliteal  or  anterior  tibial  arteries 


99 


Bol.  Asoc.  Méd.  P.  Rico 
Marzo  1979 


Treatment  of  Expanding  False  Aneurysm  of  Popliteal  Artery: 
Treatment  by  Core-Tex  Patch  Angioplasty 


100 


Figure  1 

Left  femoral  arteriogram.  Note  the  extravasation  of 
the  contrast  material  from  the  distal  popliteal  artery  and 
the  marked  soft  tissue  swelling. 


Figure  2 

The  stab  wound  lacerated  the  anterior  wall  of  the 
popliteal  and  proximal  anterior  tibial  arteries.  The 
ragged  edges  were  trimmed  and  the  arteries  closed  using 
a Gore-Tex  patch  to  prevent  constriction  of  the  lumen. 


^^Intraoperative  arteriogram  after  repair.  Note  the 
extent  of  the  patch  used  for  the  repair  and  the  adequacy 
of  the  aterial  lumen. 


(Figure  3).  All  the  blood  was  evacuated  and  the 
area  closed  without  drains.  At  the  completion 
of  the  procedure,  the  patient  had  excellent  pedal 
pulses. 

The  patient’s  post-operative  course  was  exce- 
llent and  the  soft  tissue  swelling  promptly 
subsided.  One  and  one  half  years  after  operation 
he  is  fully  ambulatory  and  doing  well. 

Discussion 

Trauma  to  the  popliteal  artery  is  associated 
with  a high  amputation  rate.  Prompt  reconstruc- 
tion of  both  artery  and  vein  is  required  if  one  is 
to  accomplish  limb  salvage  and  prevent  late 
complications.  Traumatic  false  aneurysms  of  the 
popliteal  artery  may  result  from  disruption  of 
the  artery  by  blunt  shearing  forces  or  by  a stab 
wound,  as  in  our  case.  Swelling  of  the  leg 
following  trauma  may  be  due  to  venous  insuffi- 
ciency, arteriovenous  fistale,  formation  of  false 
aneurysms  or  infection.  The  marked  swelling 
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observed  in  our  parient,  associated  with  a loud 
bruit  was  highly  suggestive  of  an  arteriovenous 
fistula.  However,  fermoal  arteriogram  revealed 
an  expanding  false  aneurysm  of  the  popliteal 
artery. 

For  repair  of  false  aneurysm  of  the  popliteal 
artery,  the  medial  approach  is  favored.  Excellent 
exposure  to  the  popliteal  artery  and  its  branches 
is  easily  obtained.  Proximal  and  distal  control  is 
possible  by  the  use  of  Dacron  tapes  or  intralu- 
minal Fogarty  catheters,  as  in  our  case. 

The  method  of  repair  has  to  be  individua- 
lized, however,  certain  principles  must  be  fo- 
llowed. In  some  cases,  Dacron,  Gore-Tex®  or 
autogenous  vein  interposition  grafts  have  to  be 
used  to  bridge  the  resultant  defect.  However,  as 
much  as  possible  of  the  native  artery  should  be 
utilized  without  compromising  the  repair.  If  one 
elects  to  close  the  artery,  a patch  angioplasty 
should  be  done  to  avoid  narrowing  the  arterial 
lumen.  Although  saphenous  vein  is  frequently 
used,  we  elected  to  use  a Gore-Tex®  patch. 
Although  Gore-Tex®  is  not  frequently  used  for 
patching,  our  excellent  results  with  these  grafts 


for  peripheral  vascular  reconstruction  prompted 
its  use.  To  our  knowledge,  this  is  the  first  case 
where  Gore-Tex®  has  been  used  to  patch  the 
popliteal  and  anterior  tibial  arteries.  The  recons- 
truction allowed  excellent  distal  circulation,  the 
patient  is  free  of  ischemia  or  claudication  and 
his  vessels  are  patent  one  and  a half  years  after 
operation. 
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Dyazide 

Each  capsule  contains  50  mg  of  Dyremum"  (brand  of 
triamterene)  and  25  mg  of  hydrochlorothiazide 

Makes  Sense  in 
Hypertension* 


Before  prescribing,  see  complete  prescribing  informa- 
tion in  SK&F  Co.  literature  or  PDR.  A brief  summary 
follows: 


Warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema 
or  hypertension  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  If  this  combination 
represents  the  dosage  so  determined,  its  use  may 
be  more  convenient  in  patient  management  Treat- 
ment of  hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each  patient 
warrant 


Contraindications:  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing 
elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary 
or  otherwise,  unless  hypokalemia  develops  or  dietary 
intake  of  potassium  is  markedly  impaired.  If  supple- 
mentary potassium  is  needed,  potassium  tablets  should 
not  be  used  Hyperkalemia  can  occur,  and  has  been 
associated  with  cardiac  irregularities.  It  is  more  likely  in 
the  severely  ill.  with  urine  volume  less  than  one  liter/day. 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K+  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available. 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids)  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K + 
frequently;  both  can  cause  K+  retention  and  elevated 
serum  K+  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored)  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly.  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide'  interferes 
with  fluorescent  measurement  of  quimdine 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth;  anaphylaxis,  rash,  urticaria, 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances.  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and.  rarely, 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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When  painful  spasm 
is  the  presenting 


symptom 


. . . in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


“The  correlation  of  spasm  relief  and  drug  given  was  excellent. " 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 
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♦This  drug  has  been  classified  probably"  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Briel  Summary 

INDICATIONS 

Based  on  a review  ot  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  Informa- 
tion. FDA  has  classified  the  following  indications  as  “prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis, 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug,  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with:  Autonomic  neuropathy.  Hepatic  or  renal 
disease  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia;  palpitations; 
mydriasis,  cydoplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness,  drowsiness,  weakness;  dizziness,  insom- 
nia, nausea,  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation. bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations,  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg.  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection  Adults  2 ml.  (20  mg)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE.  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine’  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC  , Swiftwater.  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  of  Richardson-Merrell  lnc„  Cincinnati, 
Ohio  45215,  U S A. 
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RegrotonyDemi-Regroton™ 

Brief  Summary 

Indication : Hypertension.  (See  box  warning.) 
Contraindications:  Mental  depression, 
hypersensitivity,  and  most  cases  of  severe  renal  or 
hepatic  diseases 

Warnings:  

These  fixed  combination  drugs  are  not  indicated 
for  initial  therapy  of  hypertension . Hypertension 
requires  therapy  titrated  to  the  individual  patient. 

If  the  fixed  combination  represents  thedosage  so 
determined,  its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


Use  with  caution  in  patients  with  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease. 
Regroton  or  Demi-Regroton  may  potentiate 
action  of  other  antihypertensive,  ganglionic  and 
peripheral  adrenergic-blocking  drugs.  Sensitivity 
reactions  may  occur  in  allergic  and  asthmatic  patients. 
Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in 
pregnancy:  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood . The  use  of  chlorthalidone  and 
related  drugs  in  pregnant  women  requires  that  the 
anticipated  benefits  of  the  drug  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have  occurred 
in  the  adult.  Use  with  care  in  nursing  mothers  since 
thiazides  and  reserpine  cross  the  placental  barrier  and 
appear  in  cord  blood  and  breast  milk  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reserpine-treated 
mothers.  If  use  of  the  drug  is  essential,  the  patient 
should  stop  nursing  Precautions:  Antihypertensive 
therapy  with  these  drugs  should  always  be  initiated 
cautiously  in  postsympathectomy  patients  and  in 
patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  these  agents  two  weeks  prior 
to  elective  surgical  procedures.  In  emergency  surgery, 
use  anticholinergic  or  adrenergic  drugs  or  other 
supportive  measures  if  needed.  Because  of  the 
possibility  of  progression  of  renal  damage,  periodic 
kidney  function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated  (hepatic 
coma  may  be  precipitated).  Patients  receiving 
chlorthalidone  should  have  periodic  determination  of 
serum  electrolytes  and  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis  and  hypokalemia),  particularly 
if  they  are  receiving  digitalis,  parenteral  fluids,  or  are 
vomiting  excessively  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Digitalis 
therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial 
activity.  Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  disease  or 
renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may 
occur  or  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged  and  latent  diabetes  mellitus 
may  become  manifest.  Chlorthalidone  and  related 
drugs  may  decrease  arterial  responsiveness  to 
norepinephrine.  Chlorthalidone  and  related  drugs  may 
decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance.  Use  cautiously  in  patients  with  ulcerative 
colitis  or  gallstones  (biliary  colic  may  be  precipitated) 
Bronchial  asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions : These  drugs  are  generally  well 
tolerated  The  most  frequent  adverse  reactions  are 
anorexia,  nausea,  vomiting,  gastric  irritation,  diarrhea, 
constipation,  headache,  dizziness,  weakness,  muscle 
cramps,  nasal  congestion,  drowsiness  and  mental 
depression.  Other  potential  side  effects  include  skin 
rash,  urticaria,  ecchymosis,  hyperglycemia  and 
glycosuria  (diabetics  should  be  checked  regularly), 
hyperuricemia  and  acute  gout,  and  impotence.  With 
chlorthalidone:  restlessness,  transient  myopia;  dysuria, 
orthostatic  hypotension  (may  be  potentiated  by  alcohol, 
barbiturates  or  narcotics),  rare  idiosyncratic  reactions 
such  as  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  purpura, 
necrotizing  angiitis  and  Lyell's  syndrome  (toxic 
epidermal  necrolysis);  pancreatitis  when  epigastric  pain 
or  unexplained  G.l.  symptoms  develop  after  prolonged 
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Brief  Summary  continued 
administration;  other  reactions  reported  with  this  class 
of  compounds  include  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization.  With  reserpine: 
angina  pectoris,  bradycardia,  ectopic  cardiac  rhythms 
(especially  with  digitalis);  blurred  vision,  conjunctival 
injection,  uveitis,  optic  atrophy,  glaucoma,  deafness, 
increased  gastric  secretions,  dull  sensorium , 
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mouth,  increased  susceptibility  to  colds,  decreased 
libido,  skin  flushing  and  pruritus  Dosage:  Should  be 
determined  by  individual  titration.  (See  box  warning.) 
Dosage  of  either  Regroton  or  Demi-Regroton  for  most 
patients  is  one  tablet  once  a day. 

How  Supplied:  Regroton  as  pink,  round,  single-scored 
tablets  in  bottles  of  1 00  and  1 000;  Demi-Regroton  as 
white,  round  tablets,  bottles  of  100. 
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Ordinary  topical  cortico- 
steroids are  generally  not 
recommended  when  infection 
complicates  dermatoses.* 
That’s  why  your  patients  need 
Vioform-Hydrocortisone. 

Because  Vioform- 
Hydrocortisone  provides 
four- way  action  in  just  one 
preparation — antibacterial 
and  antifungal,  as  well  as 
antipruritic  and  anti- 
inflammatory actions.  Think 
of  it  first  for  thorough,  fast 
clearing  of  skin  problems  on 
Miami. . . or  on  any  beach. 

This  drug  has  been  evaluated  as  possibly  ef- 
fective for  these  indications. 

Vioform-Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research 
Council  and'or  other  information,  FDA  has 
classified  the  indications  as  follows 
“Possibly"  effective:  Contact  or  atopic  der- 
matitis; impetigmized  eczema,  nummular 
eczema,  infantile  eczema;  endogenous 
chronic  infectious  dermatitis,  stasis  der- 
matitis. pyoderma;  nuchal  eczema  and 
chronic  eczematoid  otitis  externa,  acne  ur- 
ticata;  localized  or  disseminated  neuroder- 
matitis.  lichen  simplex  chromcus.  anogenital 
pruritus  (vulvae,  scroti,  ani);  folliculitis,  bacte- 
rial dermatoses,  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis), 
moniliasis;  intertrigo. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 


CONTRAINDICATIONS 

hypersensitivity  to  Vioform-Hydrocortisone.  or 
any  of  its  ingredients  or  related  compounds, 
esions  of  the  eye.  tuberculosis  of  the  skin;  most 
/iral  skin  lesions  (including  herpes  simplex,  vac- 
:ima.  varicella). 


WARNINGS 

This  product  is  not  for  ophthalmic  use 
In  the  presence  of  systemic  infections,  appropri- 
ate systemic  antibiotics  should  be  used 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  reported 
to  have  an  adverse  effect  on  pregnancy,  the 
safety  of  their  use  in  pregnant  women  has  not 
been  absolutely  established  In  laboratory  ani- 
mals. increases  in  incidence  of  fetal  abnor- 
malities have  been  associated  with  exposure  of 
gestating  females  to  topical  corticosteroids,  in 
some  cases  at  rather  low  dosage  levels  There- 
fore. drugs  of  this  class  should  nol  be  used  ex- 
tensively on  pregnant  patients  in  large  amounts  or 
for  prolonged  periods  of  time 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  irritation  occurs,  discontinue  therapy 
Staining  may  occur 

Signs  and  symptoms  of  systemic  toxicity,  electro- 
lyte imbalance,  or  adrenal  suppression  have  not 
been  reported  with  Vioform-Hydrocortisone 
Nevertheless,  the  possibility  of  suppression  of  the 
pituitary-adrenal  axis  during  therapy  should  be 
kept  in  mind,  especially  when  the  drug  is  used 
under  occlusive  dressings,  for  a prolonged 
period,  or  for  treating  extensive  cutaneous  areas 
since  significant  absorption  of  corticosteroid  may 
occur  under  these  conditions,  particularly  in  chil- 
dren and  infants 

Vioform  may  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests.  If  such  tests 
are  contemplated,  wait  at  least  one  month  be- 
tween discontinuation  of  therapy  and  perfor- 
mance of  these  tests  The  ferric  chloride  test  for 
phenylketonuria  (PKU)  can  yield  a false-positive 
result  if  Vioform  is  present  in  the  diaper  or  urine 
Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate 
therapy 

ADVERSE  REACTIONS 

There  have  been  a few  reports  of  rash  and  hyper- 
sensitivity The  following  local  adverse  reactions 
have  been  reported  with  topical  corticosteroids, 
especially  under  occlusive  dressings  burning, 
itching,  irritation;  dryness,  folliculitis,  hyper- 
trichosis. acneiform  eruptions  hypopigmentation, 
perioral  dermatitis,  allergic  contact  dermatitis, 
maceration  of  the  skin,  secondary  infection,  skin 


atrophy;  striae  miliaria  Discontinue  therapy  if 
any  untoward  reaction  occurs 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  to  the  affected  parts  3 or  4 
times  daily. 

The  Cream,  because  of  its  slight  drying  effect,  is 
primarily  useful  for  moist,  weeping  lesions,  the 
Lotion  is  particularly  suitable  for  application  be- 
hind the  ears  and  in  intertriginous  areas  of  the 
body,  the  Ointment  is  best  used  for  dry  lesions 
accompanied  by  thickening  and  scaling  of  the 
skin 

The  Mild  Cream  and  Mild  Ointment  should  be 
used  w^en  treating  lesions  involving  extensive 
body  areas  or  less  severe  dermatoses 

HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petro- 
latum. sodium  lauryl  sulfate,  and  glycerin  in 
water,  tubes  of  5 and  20  Gm 
Ointment.  3%  iodochlorhydroxyquin  and  1% 
hydrocortisone  in  a petrolatum  base,  tubes  of  20 
Gm 

Lotion.  3%  iodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a water-washable  base  containing 
stearic  acid,  cetyl  alcohol,  lanolin,  propylene 
glycol,  sorbitan  trioleate,  polysorbate  60. 
triethanolamine,  methylparaben,  propylparaben, 
and  perfume  Flora  in  water,  plastic  squeeze 
bottles  of  15  ml 

Mild  Cream.  3%  iodochlorhydroxyquin  and  0 5% 
hydrocortisone  in  a water-washable  base  contain- 
ing stearyl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water:  tubes  of  Vz  and  1 ounce 
Mild  Ointment,  3%  iodochlorhydroxyquin  and 
0 5%  hydrocortisone  in  a petrolatum  base;  tubes 
of  1 ounce  C78-19  (9  78)  665661 
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The  functional  bowel  and 

other  unexplained  G.I.  disturbances... 

LACT-AID 

FOR  LACTOSE  INTOLERANCE 


Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handlelactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendents  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
U.S.  alone. 


Therefore,  lactose  intolerance  should  be 
an  immediate  consideration  when  there  are  G.I. 
complaints  of  unknown  etiology. 

Suspect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 
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Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 
Probably  not.  One  packet  of  Lact-Aid'properly 
mixed  with  one  quart  of  milk  provides  sufficient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
into  the  simple  sugars,  galactose  and  glucose,  for 
easy  absorption.  Two  packets  can  effect 
quantitative  conversion. 

SugarLo  Company,  P.O.  Box  1 01 7,  Atlantic  City,  N J 
08404.  Write  for  literature  and  ordering  information. 
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Ingredients:  Glucose,  Lactase  enzyme  from  Saccharomyces 
(Kluyveromyces)  lactis  yeast  (4000  ONPG  units  each 
0.7  gram  packet),  food  grade  silicate  as  anti-caking  agent. 


VARIANT  PRINZMETAL  ANGINA  WITH 
NORMAL  CORONARY  ARTERIES 


Pablo  I.  Altieri,  M.D. 


Abstract 

A case  of  Prinzmetal  angina  is  reported  with 
review  of  the  possible  mechanisms  and  therapy. 

Resumen 

Un  caso  de  angina  de  Prinzmetal  es  reportado 
con  un  repaso  de  los  mecanismos  precipitantes 
y terapia. 

Prinzmetal  described  a type  of  angina  pecto- 
ris which  was  not  precipitated  by  exertion  or 
emotional  upset,  rather  it  occurred  when  the 
patient  was  at  rest  or  inactive.  The  angina  often 
consisted  of  pain  occurring  in  a cyclic  and 
regular  pattern.  Tne  anginal  episodes  often 
recurred  at  the  same  time  each  day.  The 
electrocardiograms  were  normal  in  the  absence 
of  apin.  During  the  anginal  episodes  the  ST 
segments  were  elevated  transiently,  with  recipro- 
cal ST  depression.  During  peak  ST  segment 
elevation,  ventricular  tachycardia  and  atrioven- 
tricular block  were  seen.  Exercise  testing  did  not 
elicit  pain  or  ST  changes.  The  incidence  of 
myocradial  infarction  was  high  and  usually 
located  in  the  area  outlined  by  the  ST  segment 
elevation.  After  the  infarction  the  variant  pat- 
tern of  angina  usually  ceased.  (1) 

After  this  classic  description  of  Prinzmetal 
angina,  we  will  present  a similar  case  seen  in  our 
laboratory  and  discuss  some  recent  advances 
related  to  this  syndrome. 


From  the  Cardiology  Section,  UPR  Medical  School, 
Río  Piedras,  Puerto  Rico. 
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Figure  1 

Complete  electrocardiogram  done  during  an  episode 
of  chest  pain  showing  elevation  of  the  ST  segment  in  the 
inferio-lateral  leads. 

Case  Report 

R.C.  was  a 35-year-old  male  patient  refetted 
to  our  institution  for  the  evaluation  of  chest 
pain.  His  problem  started  a year  prior  to 
admission  when  he  developed  chest  pain  des- 
cribed as  a burning  substernal  pain  accompanied 
by  dizzy  spells  and  shortness  of  breath.  The 
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Figure  2 

Hemodynamic  changes  during  an  episode  of  chest 
pain.  There  is  elevation  of  the  end-diastolic  pressure  and 
lowering  of  the  dp/dt. 


Figure  3 

Left  coronary  angiography  in  the  right  anterior 
oblique  position  showing  a normal  artery. 


chest  pain  was  not  related  to  exercise  and  was 
immediately  relieved  by  nitroglycerin.  There 
were  no  risk  factors  and  the  physical  examina- 


Figure 4 

Right  coronary  angiography  in  the  left  anterior 
oblique  position  showing  a normal  artery. 


tion  was  completely  normal.  The  chest  X ray 
was  normal  and  the  electrocardiogram  showed  a 
complete  right  bundle  branch  block.  The  patient 
had  a treadmill  exercise  test  which  was  normal, 
no  ischemic  changes  or  arrythmias  were  seen. 

He  underwent  complete  cardiac  catheteriza- 
tion. The  baseline  pressures  in  the  right  atrium, 
right  ventricule,  pulmonary  artery  and  wedge 
pressures  were  normal.  During  the  left  ventri- 
cular catheterization  he  developed  chest  pain.  A 
complete  electrocardiogram  done  during  the 
chest  pain  episode  showed  elevation  of  the  ST 
segment  in  the  infero-lateral  leads  (Figure  1). 
The  left  ventricular  pressure  showed  elevation  of 
the  end-diastolic  pressure  from  12  mm  Hg  to  24 
mm  Hg.  The  dp/dt  fell  from  2100  to  1200  mm 
Hg-sec.  All  these  hemodynamic  parameters  re- 
turned to  normal,  after  sublingual  nitroglycerin. 
(Figure  2)  Immediately  after  the  nitroglycerin, 
coronary  anteriography  was  done  and  as  seen  in 
Figure  3 and  4,  it  was  normal.  No  spasm  was 
detected  or  elicited  during  the  arteriography. 
The  ventriculogram  showed  an  ejection  fraction 
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.59  with  normal  end-diastolic  volume  and  no 
hypokinetic  areas. 

After  he  was  discharged  from  the  hospital  he 
was  told  of  the  normal  angiographic  findings  and 
instructed  on  the  use  of  nitroglycerin  ointment. 
The  episodes  have  been  reduced  in  intensity  and 
frecuency. 

Discussion 

In  the  last  decade  there  has  been  great 
interest  in  the  syndrome  of  angina  pectoris. 
Great  advances  have  been  accomplished  in  the 
prevention,  diagnosis  and  management  of  angina 
pectoris  related  to  obstructive  coronary  artery 
disease.  Since  the  description  of  Prinzmetal 
several  investigators  have  been  interested  in  the 
problem  of  ischemic  heart  disease  with  normal 
coronary  arteries.  Although  the  etiology  is  not 
clear,  abnormalities  in  the  hemoglobin  dissocia- 
tion curve,  lysis  or  recanalization  of  a coronary 
thrombosis,  or  coronary  embolization  have  been 
suggested.  (1-3) 

Recently  a mayor  interest  has  been  directed 
to  the  importance  of  coronary  spasm  producing 
myocradial  ischemia  and  myocradial  infarction. 
These  spasms  may  occur  in  completely  normal 
segments  of  a coronary  artery  or  related  to  areas 
with  obstructive  coronary  disease,  usually  the 
proximal  segments.  (3-7) 

The  hemodynamic  changes  during  episodes 
of  pain  in  patients  with  Prinzmetal  variant 
angina  are  similar  to  these  occurring  during 
episodes  of  classic  angina  pectoris.  (8-9)  As  seen 
in  our  patient  the  end-diastolic  pressure  is 
increased  and  the  dp/dt  (rate  of  rise  in  intraven- 
tricular pressure)  is  depressed,  both  reflecting 
left  ventricular  dysfunction,  probably  a change 
in  compliance.  As  suggested  by  Gaash  (10)  in 
most  patients  with  Prinzmetal  angina  there  is  no 
significant  increase  in  heart  rate  and  systolic 
blood  pressure,  probably  indicating  that  myocar- 
dial oxigen  demands  are  not  increased  during 
the  episodes  of  chest  pain.  In  patients  with 
typical  angina  pectoris  due  to  obstructive  coro- 
nary disease,  there  is  an  increase  in  the  blood 
Dressure-heart  rate  product.  (10, 11,  12, 13) 


I have  been  interested  in  the  left  ventricular 
function  in  a similar  group  of  patients  with  chest 
pain  and  angiographycally  normal  coronary  arte- 
ries. I found  hypokinetic  segments,  abnormali- 
ties of  contraction  at  mid-ejection  and  subnor- 
mal ejection  fraction.  Are  these  changes  due  to 
spasm  producing  ischemic  areas  or  are  these 
changes  due  to  an  unknown  primary  myocradial 
disease,  producing  an  increase  in  myocradial 
osygen  consumption?  (14)  We  believe  that  the 
grupo  of  patients  with  chest  pain  and  angiogra- 
phically  normal  coronary  arteries  covers  a wide 
spectrum  of  etiologies.  Some  of  these  patients 
may  have  spams  of  the  coronaries  and  some  may 
not.  The  cases  not  associated  with  spasm  may  be 
dut  to  an  unknown  metabolic  process  producing 
an  increase  in  myocardial  oxygen  consumption. 
Arbogast  reported  hemodynamic  changes  during 
atrial  pacieng  similar  to  those  seen  in  obstructive 
coronary  disease.  (15) 

What  is  the  stimulus  for  the  occurrence  of 
coronary  artery  spasm?  It  is  known  that  proxi- 
mal coronary  artery  spams  has  occurred  during 
coronary  artery  arteriography  and  is  thought  to 
be  a result  of  mechanical  stimulation  by  the 
catheter.  Usually  this  is  seen  in  the  right 
coronary  artery.  Serious  complication  are  rarely 
seen.  (16, 18) 

Yasue  (19)  and  Endo  (20,  21)  induced 
coronary  arterials  spasm  in  some  patients  with 
Prinzmetal  variant  angina  by  administering  me- 
thacoline  or  epinephrine.  They  assumed  that  the 
autonomic  nervous  system  plays  a major  role  in 
this  syndrome.  The  coronary  arteries  contain 
both  sympathetic  and  parasympathetic  nerve 
terminals.  (22,  23)  By  having  this  innervation 
the  possibility  of  cyclical  increase  in  autonomic 
neural  stimulation  of  the  epicardial  coronary 
arteries  may  cause  intermittent  spasm.  Direct 
stimulation  of  the  canine  stellate  ganglion  in- 
duces primary  coronary  vasoconstriction,  which 
precedes  a metabolically  mediated  secondary 
vasodilation.  (24)  Since  the  epicardial  vessel  are 
richly  supplied  by  alpha  adrenergic  receptors 
relative  to  beta  receptors,  stimulation  of  alpha 
adrenergic  receptors  may  produce  constriction 
of  epicardial  arteries.  (25) 
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Provocation  of  coronary  artery  spasm  by 
ergonovine  maleate  has  been  added  to  the 
angiographic  evaluation  of  some  patients  with 
angina  and  normal  coronary  arteries.  (26,  27) 
This  drug  has  two  actions  on  the  cardiovascular 
system  that  may  be  related  to  the  coronary  bed, 
a direct  action  on  vascular  smooth  muscle  to 
cause  vasoconstriction  and  an  effect  on  the 
central  cardiovascular  center  to  increase  para- 
sympathetic tone.  (26,  27) 

Recent  reports  suggest  that  parasympatho- 
minetic  influences  may  be  capable  of  reprodu- 
cing, and  atropine  capable  or  reversing,  the 
characteristic  clinical  and  electrocardiographic 
changes  in  patients  with  variant  angina.  (28,  29) 
Therapy  in  these  patients  is  sometimes  frus- 
trating. Most  of  the  patients  are  helped  by  short 
and  long  acting  vasodilators.  Surgical  interven- 
tion with  coronary  bypass  has  not  been  success- 
ful. (3-5)  Currenr  experience  in  patients  with 
intractable  angina  or  life  threatening  arrythmias 
and  normal  coronary  arteries  is  too  limited  to  be 
sure  about  the  role  of  these  therapeutic  modali- 
ties in  the  management  of  this  difficult  problem. 

In  my  opinion,  the  presence  of  angina  and 
normal  coronary  arteries  covers  a wide  spectrum 
of  etiologies.  There  is  no  doubt  about  the  roel  of 
spasm  producing  angina  and  even  myocardial 
infarction,  but  other  investigators  have  suggested 
other  etiologies  to  explain  the  chest  pain  in  this 
group  of  patients.  (30,  31,  32,  33) 

There  is  a need  for  further  studies  to 
delineate  the  natural  history  of  this  disease  and 
more  important,  a rational  therapeutic 
approach. 
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ERYTHROPOIETIC  PROTOPORPHYRIA 


A case  report  and  review  of  the  literature 


Miguel  Vázquez  Botet,  MD  and  Jorge  L.  Sánchez,  MD 


Summary 

Erythropoietic  Protoporphyria  (EPP)  is  an  inherit- 
able disorder  of  porphyrin  metabolism  characterized  by 
cutaneous  photosensitivity  with  abnormally  elevated 
tissue  levels  of  protoporphyrin  in  erythrocytes,  feces, 
and  plasma. 

We  are  reporting  one  case  of  EPP  presenting  pruritus 
and  burning  after  sun  exposure  who  had  an  excellent 
therapeutic  response  to  beta-carotene  after  confirmatory 
diagnostic  tests  were  performed. 

To  our  knowledge,  this  is  the  first  reported  case  of 
EPP  in  Puerto  Rico. 

I 


In  1953,  Kosenow  and  Treibs  (1)  first 
reported  a case  of  a 12  year-old  boy  with  a light 
sensitive  vesicular  dermatitis  with  normal  urina- 
ry porphyrins,  but  with  elevated  erythrocyte 
and  fecal  protoporphyrin.  Later,  in  1961,  Mag- 
nus et  al.  (2)  reported  light-induced  urticaria  in 
an  adult  man  with  a history  of  recurrent 
episodes  since  childhood.  These  investigators 
found  increased  protoporphyrin  levels  in  red 
blood  cells  and  feces.  Since  then,  Langhof  et  al. 
(3)  and  many  others  have  reported  similar  cases 
with  recurrent  urticaria  upon  sun  exposure.  It 
was  Magnus  (2)  who  named  this  condition 
Erythropoietic  Protoporphyria  (EPP).  Since 
then,  EPP  has  been  recognized  as  a distinct 
clinical  entity  of  abnormal  porphyrin  metabo- 
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lism  characterized  by  cutaneous  photosensi- 
tivity, with  several  other  forms  of  clinical 
presentation  being  recognized.  In  the  past  years, 
EPP  has  not  been  considered  a rare  disease  since 
many  cases  have  been  discovered  in  several 
countries.  The  clinical,  histopathologic,  and  la- 
boratory features  have  been  clearly  delineated 
and  advanced  knowledge  of  the  pathophysiology 
has  been  gained. 

It  is  assumed  that  the  incidence  of  light- 
induced  dermatoses  should  be  higher  in  tropical 
zones  and  Puerto  Rico  should  not  be  an  excep- 
tion to  the  rule.  Besides  the  problems  of 
carcinogenesis,  several  of  these  entities  are  fre- 
quently diagnosed  in  dermatologic  practice,  na- 
mely, photocontact,  phototoxic,  and  photoaller- 
gic  dermatitis,  polymorphous  light  eruption 
(PMLE),  porphyria  cutanea  tarda  and  drug- 
induced  photodermatitis.  Most  of  the  porphyrias 
are  characterized  by  a peculiar  sensitivity  to 
radiation  in  the  400  nm  range  (Soret  Band)  with 
porphyria  cutanea  tarda  being  the  most  com- 
mon. 

It  is  the  purpose  of  the  authors  to  report  a 
case  of  EPP,  the  first  in  Puerto  Rico  that  we 
have  knowledge  of,  to  emphasize  the  diagnostic 
features  of  this  entity  and  increase  awareness 
and  recognition  of  previously  undiagnosed  cases. 

Case  Report 

The  patient  is  an  18-year-old  woman  with 
the  chief  complaint  of  itching  within  10  to  15 
minutes  upon  exposure  to  the  sun.  This  problem 
had  been  present  for  several  years  and  was 
treated  with  sun-screening  preparations  with 
slight  improvement.  Sometimes  the  itching  was 
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accompanied  by  redness  on  the  sun  exposed 
areas.  The  past  history  was  essentially  negative 
and  there  were  no  similar  cases  in  the  family. 

The  most  important  findings  of  the  physical 
examination  were  located  on  the  face,  arms  and 
the  dorsa  of  the  hands  where  the  skin  looked 
thickened  and  older  than  that  expected  for  the 
chronological  age  of  the  patient  (Fig.  1).  These 
changes  were  more  prominent  on  the  dorsa  of 
the  fingers  where  the  skin  assumed  a papular 
configuration  (Fig.  2).  The  following  laboratory 
studies  were  within  normal  limits:  cell  blood 
count,  urinalysis,  serum  calcium  and  phospho- 
rus, blood  urea  nitrogen,  creatinine,  uric  acid, 
glucose,  total  proteins,  bilirubin,  transaminases, 
alkaline  phosphatase,  lactic  dehydrogenase,  cho- 
lesterol, serum  iron,  total  lipids,  serum  electro- 
lytes, g-glutamyltranspeptidase  and  triglycerides. 

Porphyrin  studies  at  the  time  showed  the 
following: 

Free  erythrocyte  porphyrins  = 292  ug/100ml. 
of  RBC  (nl.  less  than  85). 

Plasma  porphyrins  = 13.5  ug/100ml  plasma 
(nl=0). 

24  hours  urinary  porphyrins=within  normal 
limits. 

A skin  biopsy  of  the  dorsum  of  the  left  hand 
showed  a PAS-positive,  diastase-resistant  mate- 
rial deposited  mainly  around  the  blood  vessels  of 
the  superficial  vacular  plexus  of  the  dermis  with 
some  of  this  material  in  the  papillary  dermis 
(Fig.  3). 

The  patient  was  started  on  30mg.  of  beta- 
carotene  daily  with  very  slight  improvement. 
The  medication  was  increased  to  60mg  tid  after 
which  the  initial  symptoms  of  itching  and 
redness  upon  sun  exposure  disappeared,  even 
after  a prolonged  sun  bath  (2  to  3 hours 
duration).  Side  effects  consisted  of  mild  nausea 
and  vomiting  in  the  first  week  of  therapy  but 
since  then,  the  medication  has  been  well  tolera- 
ted. 


Comments 

EPP  is  an  hereditary  disorder  of  porphyrin 


FIGURE  1 : Appearance  of  the  skin  changes  on  the  face. 

FIGURE' 2:  Thickening  of  the  skin  assuming  a papular 
configuration  in  the  knuckles. 


metabolism  in  which  the  genetic  mechanism  of 
transmission  is  not  agreed  upon.  Reed  et  al.  (4) 
reported  the  transmission  as  an  autosomal  domi- 
nant trait  with  variable  penetrance.  Schmidt  et 
al.  (5)  concluded  the  disorder  probably  is  not 
transmitted  as  a simple  dominant  trait,  but 
rather  as  a complex  mechanism,  involving  2 or  3 
loci,  perhaps  combined  with  a suppressor  gene 
or  an  enviromental  factor. 

Protoporphyrin  (PP)  is  the  immediate  bio- 
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FIGURE  3:  PAS  positive,  diastase-resistant  material 
mostly  around  superficial  blood  vessels  of  the  dermis 
(periodic  acid-Schiff  and  diastase,  original  magnification 
x 100). 


synthetic  antecedent  of  heme  (Fig.  4).  Ferrous 
iron  is  complexed  with  this  tetrapyrrole  metabo- 
lite by  the  mitochondrial  enzyme  heme  synthe- 
tase (ferrochelatase)  to  yield  heme  molecules.  PP 
emits  visible  red  fluorescence  in  the  600-700  nm 
portion  of  the  electromagnetic  spectrum  when 
excited  by  light  near  400  nm.  Iron  PP,  or  heme, 
is  non-flourescent.  Light  of  the  appropriate 
wavelengths  necessary  ot  produce  excited-state 
PP  is  abundant  in  natural  sun  light. 

The  knowledge  of  the  mechanism  respon- 
sible for  the  over  supply  of  EPP  remains 
essentially  incomplete.  The  high  content  of  PP 
in  the  erythrocytes  seems  to  be  the  result  of  PP 
symthesized  in  the  developing  nucleated  red 
blood  cells  in  excess  of  that  needed  for  heme 
formation  (6).  Mature  erythrocytes  apparently 
do  not  maintain  the  ability  to  synthesize  PP  (2). 
The  activity  of  heme  synthetase  (ferrochelatase) 
has  been  found  diminished  in  bone  marrow, 
reticulocytes,  peripheral  erythrocytes,  liver  and 
in  fibroblast  culture  preparations  from  EPP 
patients  (7-9).  Despite  this  deficiency,  most 
patients  are  not  found  to  be  anemic.  The  excess 
PP  is  produced  in  the  bone  marrow  and  possibly 


in  the  liver  (10-17). 

Increased  photosensitivity  is  caused  by  the 
elevated  contents  of  PP  in  the  erythrocytes  (2) 
or,  more  likely,  elevated  plasma  PP  level  in  the 
skin  capillaries  absorbing  radiation  in  the  400  to 
410  mm  (soret  Band)  where  PP  has  its  maximum 
absorption  (2,  18,  19). 

Despite  a growing  body  of  data,  the  patho- 
physiology of  EPP  remains  unclear.  Following 
the  absorption  of  light  energy  by  PP  and  its 
conversion  to  an  excited  state  molecule,  a 
portion  of  the  absorbed  energy  is  dissipated  by 
fluorescence  as  well  as  the  formation  of  free 
radicals  and  peroxides  as  the  excited  porphyrin 
returns  to  the  ground  state  (20).  These  excited 
compounds  may  attack  the  integrity  of  cellular 
and  lysosomal  membranes  of  surrounding  cells 
including  endothelial  cells  of  dermal  capillaries 

(21) .  After  the  dermal  papillary  vessels  are 
damaged,  they  become  engorged  and  leakage  of 
fluid  and  cells  occurs.  There  is  deposition  of  an 
amorphous  hyaline  material  around  and  in  the 
capillary  walls  which  has  been  found  to  be  a 
lipomucopolysaccharide-protein  complex  (18). 
This  material  probably  accounts  for  the  leathery 
thickening  present  on  sun-exposed  skin  in  pa- 
tients with  EPP  (18).  Excitation  of  this  PP  may 
result  in  damage  to  membranes  of  various  cells 
in  the  area  like  the  erythrocyte  membrane  with 
intercellular  alterations  as  a secondary  effect 

(22) .  Also  the  damage  may  be  to  mast  cells  with 
the  release  of  chemical  mediators  of  inflamma- 
tion; ie.  histamine  (23).  Activity  of  these  media- 
tors as  well  as  direct  light-induced  damage  to 
cells  of  the  dermis  and  epidermis  results  in  the 
clinical  features  of  photosensitivity. 

Symptoms  in  patients  with  EPP  appear 
during  childhood,  usually  being  noted  between 
the  ages  of  2 and  5 years.  Clinically,  the  skin 
manifestations  are  characterized  by  an  intense 
burning  sensation  often  noted  within  5 to  15 
minutes  after  sun  exposure.  Signs  and  symptoms 
usually  occur  on  light  exposed  spin  areas. 
Pruritus,  eruthema,  and  edema  are  usually  asso- 
ciated with  the  region  where  the  subjective 
sensation  of  burning  or  stinging  is  noted.  In 
other  patients  a crusting  papulovesicular  erup- 
tion occurs  and  persist  for  many  weeks  or 
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FIGURE  4.  BIOSYNTHETIC  PATHWAY  OF  PORPHYRINS  AND  HEME 


months,  resulting  in  eventual  acarring.  This 
variant  of  EPP  is  known  as  hydroa  aestivale  (6). 
The  end  result  of  this  persistent  eruption  is 
often  a leathery  skin  in  repeatedly  exposed 
areas,  with  scarring  and  hypo-and  hyperpigmen- 
tation. Some  patients  have  reported  a sensation 
of  fluid  accumulation  beneath  the  nail  plates, 
which  subsides  in  a couple  of  days,  and  others 
have  been  reported  with  onycholysis  accom- 
panying pain  and  tenderness  of  the  exposed  area 
(5). 

The  skin  appears  to  be  the  only  organ 
consistently  involved;  however,  there  have  been 
reports  incriminating  hepatic  failure  secondary 
to  EPP  as  cause  of  death  (11,  17,  24-26).  All 
these  patients  have  extremely  high  levels  of  PP 
in  erythrocytes  and  have  had  abnormal  results  in 
liver-function  tests.  Histopathologic  examination 
of  liver  obtained  at  autopsy  or  by  percutaneous 
biopsy  has  invariably  demonstrated  PP  deposi- 
tion with  varying  degrees  of  cholestasis,  hepato- 
cyte  degeneration,  bile  ductule  proliferation  and 


periportal  and  portal  fibrosis.  The  large  amounts 
of  PP  excreted  through  the  hepatobiliary  tract 
in  these  patients  appear  to  predispose  them  to 
an  increased  occurence  of  cholelithiasis  at  unu- 
sually early  ages  (11).  These  choleliths  contain 
large  quantities  of  porphyrin  (26). 

Over  25%  of  EPP  patients  show  some  light 
microscopical  changes  of  hepatic  damage  consis- 
ting of  PP  deposits  and  slight  fibrotic  changes  in 
the  absence  of  abnormal  liver-function  tests  (27, 
28).  In  some  patients,  cytoplasmic  or  mitochon- 
drial liver  inclusion  have  been  seen  by  electron 
microscopy  (29).  Some  cases  may  have  PP 
deposition  without  this  being  apparent  by  con- 
ventional histology  (28).  The  relation  of  these 
various  structural  changes  to  the  development  of 
serious  liver  disease  is  unknown  at  present. 

Mild  anemia  has  also  been  reported  but  the 
cuase  is  not  known  (5,  26). 

Skin  biopsy  of  the  case  presented  showed 
the  characteristic  histologic  features  namely,  an 
amorphous  PAS-positive,  diastase-resistant  mate- 
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rial  around  the  capillaries  in  the  upper  third  of 
the  dermis  in  sun  exposed  areas.  In  severe  cases 
the  hyalinization  is  present  throughout  the 
upper  dermis  and  the  vessel  walls  may  become 
narrowed  or  even  obliterated.  This  amorphous 
material  cannot  be  distinguished  from  the  one 
present  in  other  types  of  porphyria  or  in  lipoid 
proteinosis  (30).  It  is  produced  by  active  fibro- 
blasts with  abundant  rough  endoplasmic  reti- 
culum. Electron  microscopic  examination  of 
these  thickened  perivascular  areas  reveals  redu- 
plication of  vascular  basal  lamina  surrounded  by 
finely  fibrillar  material  (31).  Deposits  of  immu- 
noglobulin G around  capillaries  and  in  the 
dermal-epidermal  junction  are  regularly  present; 
but,  since  deposits  of  complement  are  only 
occasionally  seen,  it  is  likely  that  the  deposits 
are  not  related  to  immune  responses  (32). 

Cripps  and  Peters  (33)  reviewed  the  screen- 
ing techniques  used  in  the  porphyrias.  Screening 
methods  which  give  positive  or  questionable 
results  should  be  followed  by  complete  quantita- 
tive assessment  of  porphyrins. 

The  presence  of  abnormally  large  amounts 
of  PP  in  various  tissues,  namely,  red  blood  cells, 
plasma,  feces  and  liver  is  the  diagnostic  labora- 
tory finding  in  EPP.  Red  blood  cells  and  plasma 
are  the  most  readily  obtainable  specimens  of 
porphyrins. 

A new  rapid  quantitative  microfluorometric 
assay  for  free  erythrocyte  porphyrins  (FEP  test) 
(34)  is  being  applied  for  the  diagnosis  of  EPP 
under  the  auspices  of  the  National  Program  for 
Dermatology  Research  Division.* 

Drops  of  fresh  blood  in  a special  filter  paper 
(#903  Schleicher  and  Schuell  blood  collection 
paper)  are  submitted  for  analysis.  This  paper  is  the 
same  used  in  blood  testing  for  phenylketonuria. 

Other  methods  employed  for  the  diagnosis 
of  EPP  are:  flourescence  microscopy  test  for  red 
blood  cell  prophyrins  (33),  . fluorescence  of 
erythrocyte  porphyrin  with  Wood’s  light  (in  a 
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dark  room)  following  extraction  of  the  porphy- 
rins into  an  acid  solvent  (35)  and  examination  of 
diluted  intact  erythrocytes  and  plasma  for  their 
fluorescence  spectra  (35). 

Due  to  relatively  mild  symptoms  of  this 
condition  as  compared  to  those  of  other  types 
of  porphyria,  the  disease  may  pass  undetected. 
The  disease  should  be  considered  in  all  cases  of 
photosensitivity  of  lifelong  duration.  It  is  also  to 
be  suspected  in  cases  in  which  there  is  a family 
history,  or  where  subjective  symptoms  predomi- 
nate over  objective  changes  in  the  sun-exposed 
skin.  Due  to  this,  EPP  has  been  confused  with 
psychoneurosis  or  even  malingering.  This  diag- 
nostic problem  is  easily  solved  by  the  previously 
discussed  tests  and  an  appropriate  biopsy. 

EPP  must  be  diferrentiated  from  other  cau- 
ses of  photosensitivity,  namely  polymorphous 
light  eruption,  particularly  of  the  vesicular  type 
(hydroa  vacciniforme),  solar  urticaria,  lipoid 
proteinosis,  and  other  types  of  porphyrias.  In 
PMLE  (36),  a family  history  of  photosensitivity 
is  uncommon,  subjective  sensations  during  or 
soon  after  sun  exposure  are  unusual,  involved 
areas  do  not  show  waxy  thickening  and  the 
therapeutic  response  to  a trial  of  antimalarials  is 
ordinarily  prompt  and  dramatic.  Skin  biopsy  in 
PMLE  shows  chiefly  a lumphocytic  perivascular 
infiltrate  both  in  the  superficial  and  deep  dermis 
and  does  not  show  the  amorphous  PAS-positive, 
diastase  resistant  material  seen  in  EPP.  Porphy- 
rin studies  are  normal  in  PMLE. 

Erythropoietic  Coproporphyria  (37)  is  an 
extremely  rare  entity  clinically  resembling  EPP 
but  differs  biochemically  in  the  marked  increase 
of  coproporphyrin  with  little  or  no  increase  of 
PP  in  the  erythrocytes. 

Gunther’s  Erythropoietic  Porphyria  (38)  is  a 
very  rare  disease  characterized  by  severe  mutila- 
ting photosensitivity,  hemolytic  anemia  and 
splenomegaly.  These  patients  lack  the  enzyme 
uroporphyrinogen  cosynthetase  and  show  in- 
creased urinary,  fecal,  and  red  blood  cell  uropor- 
phyrin and  coproporphyrin  I. 

Porphyria  Cutanea  Tarda  (39)  is  charac- 
terized mainly  by  skin  fragility  associated  to 
vesicle  and  bullae  formation  in  sun-exposed 
areas,  usual)’  the  back  of  the  hands,  leading  to 
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erosions  which  go  through  crusting,  healing, 
milia,  and  eventually  scar  formation.  Urinary 
uroporphyrins,  and  to  a lesser  extent  copropor- 
phyrins, are  found  in  increased  quantities. 

Solar  urticaria  (40)  may  show  the  same 
erythematous  plaques  that  may  be  seen  in  EPP, 
but  secondary  skin  changes  are  not  seen  and 
porphyrins  studies  are  normal.  Furthermore,  the 
eliciting  wavelengths  of  sunlight  may  be  diffe- 
rent to  those  in  EPP. 

It  is  of  importance  that  in  tropical  or 
subtropical  parts  of  the  world,  the  clinical 
changes  of  waxy  thickening  in  EPP  are  more 
striking  and  have  sometimes  been  confused  with 
lipoid  proteinosis.  Although  photosensitivity  has 
been  reported  in  lipoid  proteinosis,  the  unexpo- 
sed skin  may  be  involved  by  the  process,  there  is 
prominent  involvement  of  mucous  membranes 
leading  to  hoarseness,  and  porphyrins  studies  are 
within  normal  limits  (30). 

Other  rare  photosensitivity  disorders  such  as 
pellagra,  carcinoid,  Hartnup’s  aminoaciduria, 
Bloom’s,  Cockayne’s  and  Rothmund-Thompson’s 
syndromes,  are  usually  associated  with  other 
clinical  abnormalities,  as  well  as  lack  of  in- 
creased amounts  of  blood  porphyrins. 

The  treatment  of  choice  in  EPP  is  beta-caro- 
tene orally  in  a dosage  of  120  to  180  mg  daily, 
to  maintain  blood  carotene  levels  of  at  least  400 
to  600  ug/100  ml.  (41-43)  The  dose  in  children 
is  adjusted  according  to  weight.  It  is  now  well 
established  that  this  drug  is  remarkably  effective 
in  reducing  the  clinical  symptomatology  of 
patients  with  EPP  while  having  no  effect  on  the 
protoporphyrin  levels  in  the  blood,  plasma,  or 
feces.  It  has  been  found  that  patients  on  this 
regime  can  increase  their  exposure  to  sunlight 
four-fold  without  discomfort.  There  is  a 3 to  4 
weeks  interval  between  initiation  of  therapy  and 
the  development  of  increased  light  tolerance. 
The  protective  effects  appear  to  diminish  slowly 
over  4-8  weeks  after  the  carotene  is  disconti- 
nued. This  favors  the  use  of  therapy  in  summer 
and  discontinuance  in  winter  in  temperate  cli- 
mates. The  major  side  effect  reported  to  date 
has  been  the  development  of  a yellowish  discolo- 
ration of  the  skin  due  to  carotenemia.  It  is  most 


pronounced  in  skin  areas  with  thick  stratum 
corneum  such  as  the  palms  and  soles.  Also  there 
may  be  a change  in  color  of  the  stools,  usually  a 
reddish-orange  cast,  attributable  to  increased 
carotene,  which  is  not  a contraindication  to 
continued  therapy.  Some  patients  may  have 
occasional  loose  stools.  Safety  for  use  in  preg- 
nancy has  not  been  determined.  The  mechanism 
of  the  protective  effect  of  B-carotene  is  still 
controversial  but  may  include  quenching  of 
photo  excited  oxygen  or  to  scavenge  highly 
reactive  free  radicals  or  some  enhancement  of 
photorepair  (44). 

Donaldson  (11)  believes  it  is  wise  to  avoid 
barbiturated,  sulfonamides,  estrogens,  oral  con- 
traceptives, griseofulvin,  and  chloroquine  in  pa- 
tients with  EPP  because  of  the  possible  hepatic 
component  of  the  disorder. 

The  case  discussed  in  this  report  presents  the 
clinical,  histologic,  and  biochemical  characte- 
ristics of  the  condition  together  with  an  exce- 
llent response  to  beta-carotene.  On  the  basis  of 
many  reports  in  the  literature,  EPP  is  not  an 
uncommon  condition  and  in  a tropical  zone  like 
Puerto  Rico  there  should  be  several  other  cases 
which  are  not  being  diagnosed  but  rather  seen  as 
cases  of  chronic  urticaria,  phychoneurosis,  or 
other  photo  sensitive  dermatoses.  Awareness  of 
the  existence  of  the  condition  as  well  as  the 
simplification  in  the  screening  tests  as  provided 
by  the  National  Program  of  Dermatology  should 
help  in  diagnosing  EPP  early  in  its  course. 
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EDITORIAL 


CONTRIBUTIONS  OF  GENERAL  SYSTEM  THEORY  TO  THE  UNDERSTANDING  OF  THE 
SCIENTIFIC  APPLICATIONS  OF  SCIENCE  FICTION? 


A relatively  new  discipline  that  lies  closer  to  science  than  philosophy,  but  that  relies  more  on 
conceptualizations  than  on  empirical  verifications  is  general  system  theory.  Its  maximal  proponent, 
L.  Von  Bertalanffy,  postulated  that  traditional  science  does  not  satisfactorily  account  for  many 
aspects  of  biological,  behavioral,  and  social  problems;  which  therefore  are  declared  unscientific  or 
metaphysical.  Consequently,  generalizations  including  all  these  aspects  and  based  on  interdisciplinary 
conducts  became  necessary. 

General  system  theory  attempts  to  explain  how  different  fields  of  science,  literature,  and  so  on 
(even  including  science  fiction)  follow  some  corresponding  principles  of  special  laws  because  these 
fields  are  systems  of  interacting  elements.  In  fact,  by  finding  the  isomorphies.  or  similarities,  among 
these  fields,  Von  Bertalanffy  gave  considerable  impetus  to  what  can  be  called  the  science  of 
similarities. 

Recently  Arieti  discussed  an  almost  necessary  requirement  to  join  together  different  and 
apparently  unrelated  elements  of  various  disciplines,  namely,  the  process  known  as  gullibility.  This 
mechanism  is  similar,  but  not  identical  to  the  ruling  out  of  criticism  occurring  during  group 
brainstorming  sessions.  Gullibility  implies,  as  brainstorming,  the  exclusion  of  criticism  and  the 
suspension  of  judgement  for  a period  of  time.  But  it  also  goes  beyond  that  stage,  as  it  also  goes  beyond 
accepting  similarities  as  accidental  or  due  to  mere  circumstances.  It  includes  a primitive,  pristine  regard 
to  similarities  that  are  differentiated  from  the  manifold  of  the  universe  in  the  context  of  a hypothesis 
—however  absurdly  and  rudimentarily  conceived—  that  a similarity  has  a meaning. 

In  addition,  gullibility  means  a willingness  to  explore  everything;  to  be  totally  open  and  even  naive 
before  rejecting  anything.  It  means  accepting  that  there  are  certain  underlying  orderly  arrangements  in 
everything  beyond  and  within  us,  therefore  being  an  essential  component  of  creativity. 

More  than  inventing  new  things,  creativity  often  implies  the  discovery  of  these  underlying 
arrangements.  The  alleged  discovery  of  underlying  arrengments  may  also,  of  course,  be  part  of 
paranoiac-paranoid  ideation,  and  the  acceptance  of  a similarity  as  a significant,  real  fact  may  be  part  of 
schizophrenic  thinking  in  general.  However,  the  creative  person  does  not  accept  these  insights  (or 
seeming  insights)  indiscriminatively.  He  is  gullible  only  to  the  extent  of  not  discarding  theories  a priori 
as  nonsense.  In  fact,  he  goes  a step  further  —he  becomes  more  attuned  with  the  realities  of  the 
situation  in  his  own  field  of  work. 

This  process  can  be  invoked  in  the  creation  of  a scientific  dimension  by  suing  similarities  derived 
from  science  fiction.  In  this  respect,  the  movement  is  from  source  to  end  and  back  to  source  because 
science  fiction  uses  true  science  from  one  field  to  create  its  fantasies,  which  in  turn,  are  used  to  create 
true  science  in  another  field.  A few  months  ago  we  discussed  how  extrapolations,  from  a fictional 
world  depicted  in  a film  (released  in  the  U.S.  under  the  name  “Star  Wars”)  to  the  truly  scientific 
world,  were  used  in  the  conception  of  a new  modality  of  cardiac  pacing.  That  this  film  became,  in  less 
than  a year,  the  cinematographic  success  of  all  times  is  not  so  important  as  the  fact  of  it  being  most 
attractive  to  audiences  below  1 7 years  (although  it  is  appealing  to  persons  of  all  ages). 
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FIGURE  1 

D2T  pacemakers  capable  of  sensing,  as  well  as  of 
pacing,  both  the  atria  (A)  and  the  ventricles  (V)  and 
functioning  in  a triggered  (T)  mode.  The  illustration  was 
the  fruit  of  the  work  of  our  medical  illustrator, 
Marcelino  Obaya,  with  the  help  of  Boehringer  Ingelheim, 
Ltd,  and  the  Miami  Herald. 
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FIGURE  2 

Diagramatic  representation  of  an  A-V  reciprocating 
tachycardia  (top  strip)  and  of  the  prevention  of  the 
tachycardia  by  the  D2T  pacemaker  (bottom  strip).  A = 
atria;  A-B  = A-V  junction;  V = ventricles;  PAC  = 
premature  atrial  contraction;  P = antegrade  P wave  of 
sinus  origin;  P = retrograde  P waves.  Vertical  arrows  at 
the  V level  indicate  paced  QRS  complexes.  Irregular 
lines  are  used  to  represent  the  functioning  of  the 
pacemaker  as  indicated  toward  the  end  of  the  bottom 
diagram. 


The  real  scientist  is  interested  in  “ Star  Wars ” because  a whole  new  set  of  special  effects  were 
constructed  taking  advantage  of  modern  technology  to  implement  the  most  elaborate  miniaturizations 
for  visual  enjoyment  that  have  been  created  with  our  present  technological  level.  The  interest  of  the 
anthropologist  and  sociologist  lies  in  how  successfully  it  brought  together  cultural  themes,  motifs, 
symbols,  and  meanings  that  are  familiar  and  significant  to  all  members  of  society. 

“Star  Wars”'  is  a movie  for  its  time,  depicting  people  as  not  being  helpless  and  insignificant  when 
confronted  with  the  forces  of  technology,  nature,  and  various  real  and  imaginary  threats  from 
opposing  ideologies  to  extraterrestrials.  It  not  only  shows  that  people  can  solve  their  own  problems  by 
their  own  efforts,  but  that  the  common  man  can  triumph  agaisnt  seemingly  overwhelming  odds.  As 
such,  the  film  retells  a tale  that  spans  thousands  of  years,  different  galaxies,  and  the  most  diverse 
cultures  that  the  human  mind  can  conceive.  Thus,  the  claims  of  universality  of  this  science  fiction 
epic,  as  those  of  true  science,  lie  on  their  appeal  to  members  of  all  societies. 

Noteworthy  are  the  two  quasi-human  mechanical  units  named  R2D2  and  Threepio  which  because 
of  problems  sui  generis  to  robot  language  had  to  function  simultaneously  to  be  fully  understood.  By 
combining  some  letters  of  their  names  (D2T)  and  considering  the  need  for  simultaneous  interaction, 
we  conceived,  isomorphically,  (Figure  1)  the  use  of  a device  capable  of  performing  what  (in  pacemaker 
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language)  can  be  considered  as  D£t  simultaneous  pacing  (D2T  was  preferred  to  the  more  precise  DDT 
to  indicate  that  we  were  not  referring  to  a well  known  chemical).  When  using  the  nomenclature 
recommended  by  Parsonett , Furman,  and  Smuth  in  reference  to  cardiac  pacemakers,  the  first  D 
indicates  that  both  chambers  are  paced  (simultaneously),  the  second  D that  both  can  be  sensed  and 
the  T,  that  the  mode  of  operation  is  triggered. 

D2T  simultaneous  pacing  has  been  used  in  the  Cardiovascular  Laboratory  and  the  Coronary  Care 
Unit  in  the  treatment  of  certain  types  of  reciprocating  A-V  tachycardias  initiated  by  premature  atrial 
beats  or  by  variation  in  sinus  cycle  lengths.  Sinus  or  ectopic,  P waves  are  sensed  by  a specially 
constructed  pacemaker  which  accordingly,  triggers  spikes  (simultaneously)  to  the  atria  (which  are 
refractory)  and  to  the  ventricles.  Thus  the  spontaneous  atrial  impulse  entering  the  corresponding  A-V 
structures  in  a forward  direction  collides,  within  these  structures,  with  the  paced  ventricular  impulse 
entering  then  in  a retrograde  direction  (Figure  2).  The  advantages  of  ventricular  sensing  becomes 
evident  when  very  premature  P waves  are  not  sensed  due  to  their  appearance  during  the  pacemaker's 
absolute  refractory  period.  In  these  instances,  the  corresponding  QRS  complex  is  sensed  and, 
therefore,  the  pacemaker  delivers,  immediately,  an  impulse  to  the  atria,  so  that  simultaneous  atrial  and 
ventricular  pacing  is  maintained. 

The  producers  of  “ Star  Wars"  succeeded  in  creating  a new  dimension  which  had  favorable  effects 
on  all  who  saw  it.  We  hope  that  this  new  modality  of  pacing  can  improve  the  quality  of  life  in  persons 
with  recurrent  tachycardias. 
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SANGRAMIENTO  EN  SISTEMA 
GASTROINTESTINAL  ALTO  EN  NIÑOS 

K.  Cox  and  M.E.  Ament:  Pediatrics  Vol.  6 No.  3,  March 
1979 

El  diagnóstico  y tratamiento  de  sangramiento  del 
sistema  gastrointestinal  alto  en  niños  y adolescentes  es 
frecuentemente  difícil  porque  la  fuente  de  la  hemorragia 
no  se  puede  identificar  en  un  número  signicativo  de  los 
casos.  Esto  ha  mejorado  desde  que  se  introdujo  en  el 
1970  la  utilización  del  panendoscopio  fiberóptico  y la 
angiografía  abdominal  selectiva. 

El  informe  presenta  un  estudio  retrospectivo  de  68 

niños  y adolescentes  menos  de  19  años  de  edad  con 
hemorragia  gastrointestinal.  En  orden  de  frecuencia 
descendiente  las  cinco  causas  más  comunes  fueron  úlcera 
duodenal,  úlcera  gástrica,  esofagitis,  gastritis  y várices 
esofágicas.  Signos  y síntomas  correlacionaron  pobre- 
mente con  sitio  de  sangría.  El  método  más  confiable 
para  identificar  sitio  de  sangría  fue  el  uso  del  endos- 
copio. 

La  mortalidad  correlacionó  con: 

1.  Hematocrito  o hemoglobina  inicial  de  menos  de 
20%  ó 7 gramos  % respectivamente. 

2.  Requisitos  de  transfusiones. 

3.  Fallo  en  identificar  sitio  de  sangría. 

4.  Presencia  de  desorden  de  coagulación. 

5.  Coexistencia  de  una  enfermedad  seria. 

Tratamiento  en  estos  pacientes  consistió  de  lavado 

gástrico  con  salina  helada,  administración  de  antiácidos  y 
anticolinérgicos.  Uso  de  vasopresina  fue  de  utilidad 
cuando  se  identificó  sangría  arterial.  Cirugía  de  emergen- 
cia fue  necesaria  en  pacientes  que  no  respondieron  a 
tratamiento  médico. 

OTOTOXICIDAD  EN  NEONATOS  TRATADOS 
CON  GENTAMICINA  Y KANAMICINA 

T.  Finitzo  Hieber,  Ph.D.;  George  Me  Cracken  Jr.,  M.D.; 
Ross  J.  Roester,  Ph.D.;  Delores  A.  Allen,  BS,  LPT;  Dale 
F.  Chrone,  RN  and  Jaunita  Morrow,  MA.:  Pediatrics, 
Vol.  63  No.  3,  March  1979 

Aminoglucósidos  son  utilizados  con  frecuencia  en 
tratamiento  de  septicemia  sospechada  o probada  en  el 
neonato.  Este  artículo  informa  los  resultados  de  un 
estudio  que  se  inició  en  el  1970  con  seguimiento  de 
cuatro  años  sobre  los  efectos  a largo  plazo  de  gentami- 
cina  y kanamicina  en  infantes  recién  nacidos.  Evalua- 
ciones de  audiometrías  vestibulares  y psicométricas 
fueron  llevadas  a efecto  en  infantes  y niños  que 


recibieron  tratamiento  con  gentamicina,  con  kanamicina 
y en  un  grupo  control.  No  se  identificó  pérdida  de 
audición  sensorioneural  o disfunción  vestibular  en  estos 
niños  que  se  pudiera  atribuir  al  tratamiento  con  amino- 
glucósido.  Respuestas  a las  pruebas  de  Illinois  de 
habilidades  psicolingüísticas,  la  prueba  de  vocabulario 
del  dibujo  de  Peabody  y exámenes  de  funcionamiento 
motor  fue  comparable  en  los  tres  grupos. 

A pesar  de  que  no  se  pudo  implicar  el  tratamiento 
con  kanamicina  y gentamicina  en  el  neonato  como  causa 
de  pérdida  de  audición  sensorioneural,  el  médico  que  usa 
este  tratamiento  debe  evaluar  el  paciente  a los  seis  u 
ocho  meses  de  edad  para  evidencia  de  pérdida  de 
audición. 


INFECCION  CON  EL  VIRUS  RESPIRATORIO 
SYNCITIAL  EN  NEONATOS 

El  virus  respiratorio  syncitial  (VRS)  es  el  patógeno 
viral  respiratorio  más  importante  de  infantes  y niños 
pequeños  produciendo  la  enfermedad  más  severa  en  los 
primeros  seis  meses  de  vida,  cuando  los  anticuerpos 
maternos  específicos  están  uniformemente  presentes. 
Las  manifestaciones  clínicas  de  penumonitis  e infec- 
ciones respiratorias  bajas  son  poco  frecuentes  en  neona- 
tos. En  este  estudio  se  demuestra  que  infección  por  el 
VRS  puede  ocurrir  en  neonatos  con  manifestaciones 
clínicas  atípicas.  Los  neonatos  prematuros  son  más 
susceptibles  y el  personal  médico  puede  adquirir  y 
transmitir  la  infección. 


LEISHMANIASIS:  CONCEPTOS  ACTUALES 
EN  PARASITOLOGIA 

Marsden,  P.D.:  New  Engl.  J.  Med.  300:  350-352,  1979 

La  incidencia  y prevalencia  de  leishmaniasis  humana 
se  desconoce.  Esta  enfermedad  parasitaria  transmitida 
por  un  vector  tiene  tres  formas  de  manifestación  clínica. 
Leishmaniasis  visceral  ( Leishmania  donovani),  leishma- 
niasis mucocutánea  (L.  braziliensis)  y leishmaniasis 
cutánea  ( L . Tropica  y L.  mexicana).  Se  presenta  en  el 
repaso  las  manifestaciones  clínicas  de  los  tres  tipos 
clínicos  y se  discute  el  tratamiento.  El  tratamiento  es 
con  compuestos  antimoniales  pentavalentes  lates  como 
Pentostam  o Glucantime.  Los  resultados  de  tratamiento 
varían. 
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ENDOCARDITIS  CAUSADA  POR  ESTREPTO- 
COCOS DEL  GRUPO  VIRIDANS  RESISTEN- 
TES A PENICILINA  EN  PACIENTES  UTILI- 
ZANDO PENICILINA  ORAL  COMO  PROFI- 
LAXIS PARA  FIEBRE  REUMATICA. 


Farrillo,  J.  E.  et  al.:  New  Engl.  J.  Med.  300:  396-300, 
1979. 

El  manejo  óptimo  de  pacientes  con  enfermedad 
reumática  del  corazón  o con  un  episodio  previo  de  fiebre 
reumática  incluye  la  administración  de  antibióticos 
profilácticamente  para  prevenir  infección  faríngea  con 
estreptococos  del  Grupo  A.  El  uso  de  penicilina  oral 
como  profilaxis  se  asocia  a una  prevalencia  alta  de 
bacterias  resistentes  a penicilina  en  la  flora  de  las  encías. 
Se  presentan  dos  casos  en  donde  pacientes  en  profilaxis 
oral  con  penicilina  desarrollaron  endocarditis  causada 
por  estreptococos  del  grupo  viridans  resistente  a peni- 
cilina. Estos  estreptococos  fueron  susceptibles  en  vitro  a 
la  combinación  de  penicilina  con  un  aminoglucósido. 
Los  datos  refuerzan  la  preferencia  de  un  régimen 
parenteral  de  profilaxis  y la  necesidad  de  usar  un  agente 
otro  que  no  sea  penicilina  (ej.  eritromicina)  como 
profilaxis  del  paciente  que  está  en  penicilina  oral, 
cuando  va  a tener  un  procedimiento  invasivo. 


ISQUEMIA  DEL  MIOCARDIO  EN  RECIEN 
NACIDOS  DEMOSTRADA  POR  LA 
CAPTACION  DE  TALIO  201. 

Finley  J.  P.,  Howman-Giles  RB,  Gilday  DL,  et  al.:  J of 
Ped.  94(2):  263-270,  Feb.  1979. 

Siete  neonatos  con  angustia  respiratoria  y fallo 
cardiaco  congestivo  demostraron  cambios  electrocardio- 
gráficos  compatibles  con  isquemia  del  miocardio.  En 
todos  menos  uno  pudo  excluirse  la  presencia  de  cardió- 
patas. En  todos  se  demostró  una  captación  miocárdica 
pobre  de  Talio,  y la  imagen  era  compatible  con  isquemia 
generalizada  del  miocardio. 

La  recuperación  clínica  fue  rápida  y dos  meses 
después  los  cambios  electrocardiográficos  persistían  en 
algunos  pero  la  captación  de  Talio  era  normal  en  seis. 

Se  demuestra  que  la  angustia  respiratoria  del  neo- 
nato puede  estar  asociada  a disfunción  del  miocardio  y 
fallo  cardiaco  sin  que  coexistan  cardiópatas.  Esta 
disfunción  es  debido  a una  isquemia  del  miocardio,  que 
casi  siempre  es  reversible. 

A COLLABORATIVE  STUDY  OF  INFECTIVE 
ENDOCARDITIS  IN  THE  1970’S 

Kaplan,  E.L.,  Rich  H.,  Gersony  W,  Manning  J.  Circula- 
tion 59:  327-335,  1979 


El  propósito  de  este  estudio  cooperativo,  multicén- 
trico  es  investigar  qué  tipo  de  paciente  está  en  más  alto 
riesgo  de  desarrollar  endocarditis  infecciosa  (El). 

El  grupo  de  pacientes  estudiados  consistió  de  278 
casos  con  El.  De  estos  278,  77%(215)  no  tenían  previa 
cirugía  cardiovascular.  La  mayoría  (60%)  de  estos 
pacientes  con  El  sin  cirugía  tenían  previa  enfermedad 
orgánica  cardiovascular.  El  23%  del  grupo  original 
(63/78)  de  pacientes  con  El  tenía  previa  cirugía  cardio- 
vascular. En  estos  pacientes  con  El  y previa  cirugía,  la 
mayoría  tenía  válvulas  prostéticas  o desvíos  sistémico- 
pulmonares.  La  mortalidad  del  grupo  en  general  fue 
23%.  Los  pacientes  con  enfermedad  reumática  valvular, 
congénita  o cianótica  valvular  especialmente  luego  de 
cirugía  con  desvíos  o prostesis  valvulares  están  a alto 
riesgo  de  El. 


CARDIOVASCULAR  RESPONSE  TO 
MENTAL  STRESS  IN  NORMAL 
ADOLESCENTS  WITH  HYPERTENSIVE 
PARENTS 


Falkner  B.,  Onesti  G.,  Angelakos  E.T.,  Fernández  M., 
Langman  C.,  Hypertension  1:23-30,  1979. 

La  respuesta  hemodinámica  a tensión  mental  (arit- 
mética mental)  fue  estudiada  en  adolescentes  con  facto- 
res de  riesgos  para  hipertensión  esencial.  Un  grupo 
(genético)  consistió  de  normotensos  adolescentes  que 

tenían  un  padre  hipertenso.  Otro  grupo  (lábil)  consistió 
de  adolescentes  con  hipertensión  lábil  que  tenían  un 
padre  hipertenso.  La  población  control  consistió  de 
adolescentes  normotensos  con  un  historial  familiar  nega- 
tivo para  hipertensión.  Los  sujetos  con  hipertensión  lábil 
demostraron  un  aumento  sostenido  en  presiones  sistólica 
y diastólica  y frecuencia  cardíaca  durante  tensión.  Esta 
respuesta  fue  diferente  a la  de  la  población  control.  La 
respuesta  a tensión  del  normotenso  (genético)  fue  similar 
al  grupo  lábil.  Las  catecolaminas  del  plasma  se  elevaron 
después  del  episodio  de  tensión  en  los  grupos  lábil  y 
normotenso  (genético)  pero  no  en  el  grupo  normotenso 
control.  Estos  hallazgos  demuestran  que  pacientes  con 
hipertensión  lábil  y sujetos  normotensos  con  riesgos 
genéticos  de  hipertensión  tienen  un  aumento  en  la 
actividad  adrenérgica  y la  respuesta  cardiovascular. 


RAPID  DIAGNOSIS  OF  LEGIONNAIRE’S 
DISEASE  BY  DIRECT 
IMMUNOFLUORESCENT  STAINING 


C.  Broome  et  al.  (Center  for  Disease  Control;  Atlanta, 
Georgia)  Ann  Intern  Med:  1-4  (Jan)  1979 
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Direct  immunofluorescent  staining  of  coughed  up 
sputum  smear  may  be  employed  for  the  rapid  diagnosis 
of  this  illness.  The  organisms  may  be  visualized  in 
positive  smears.  In  order  to  obtain  a high  yield,  the 
authros  suggest  that  specimens  be  formalin  fixed  and 
examined  on  receipt  by  the  laboratory.  Use  of  transtra- 
cheal aspiration,  adn  obtaining  sputum  by  instrumen- 
tation or  lung  tissue  by  biopsy  may  also  increase  the 
sensitivity  of  this  procedure.  The  rapidity  of  diagnosis  is 
improved  by  the  use  of  direct  immunofluorescent 


techniques  because  the  diagnosis  can  be  made  2 to  7 
days  after  onset  of  symptoms  compared  with  the  3 
weeks  often  necesarry  for  a rise  in  indirect  immunofluo- 
rescent titer  to  occur.  At  present,  direct  immunofluo- 
rescent staining  of  sputum,  biopsy  specimens,  and 
bronchial  lavage  specimens  offer  the  most  promising 
rapid  and  specific  diagnostic  test  and  may  permit  more 
rapid  and  appropriate  use  of  antibiotic  therapy  in 
Legionnaire’s  disease. 


CARTA  AL  EDITOR 


Sr.  Editor, 

Tengo  el  agrado  de  dirigirme  a Ud.  a fin  de 
informarle  que  desde  el  1ro.  de  enero  de  1979  la 
Biblioteca  Regional  de  Medicina  (BIREME), 
Centro  Regional  de  Información  y Documenta- 
ción de  la  Organización  Panamericana  de  la 
Salud,  comenzará  la  publicación  del  Index  Medi- 
cus  Latinoamericano,*  concretando  así  un  pro- 
yecto de  larga  data  y aspiración  vehemente  de  la 
comunidad  médica  de  los  países  de  nuestra 
Región. 

La  experiencia  de  la  indización  de  las  publi- 
caciones latinoamericanas  incluidas  en  el  Index 
Medicus  de  la  National  Library  of  Medicine  de 
los  EE.UU.  que  BIREME  comenzó  en  1978  (43 
revistas  excluyendo  México)  nos  permite  encarar 
esta  nueva  etapa  que  no  dudamos  ha  de  contri- 
buir a la  mejor  difusión  de  la  literatura  biomé- 
dica  de  nuestros  países. 

El  Index  Medicus  Latinoamericano  que  co- 
menzará con  la  indización  de  alrededor  de  300 
títulos  será  publicado  semestralmente,  seguirá  la 
nomenclatura  del  MeSH  (Medica  Subject  Head- 
ings) y los  lineamientos  del  Index  Medicus  de  la 


National  Library  of  Medicine  a fin  de  posibilitar 
la  compatibilización  con  el  mismo. 

El  programa  respectivo  ya  ha  sido  elaborado 
por  nuestro  núcleo  de  computación,  por  lo  cual 
gran  parte  del  éxito  de  este  proyecto  depende  de 

la  recepción  adecuada  de  las  publicaciones, 
hecho  que  torna  indispensable  su  colaboración. 

Ella  deberá  hacerse  efectiva  a través  del 
envío  a BIREME  de  un  ejemplar  de  su  revista 
por  vía  aérea,  a fin  de  asegurar  su  rápida 
inclusión  en  nuestro  Indice. 

Estamos  seguros  que  no  escapará  a su  ele- 
vada comprensión  la  importancia  del  proyecto, 
cuya  responsabilidad  si  bien  es  asumida  por 
BIREME,  representa  una  empresa  colectiva  de 
gran  alcance  que  compromete  a quienes  se 
desempeñan  en  el  campo  de  la  información 
biomédica  y favorece  a la  totalidad  del  sector 
salud. 

Atentamente, 

(fdo)  Dr.  Abraam  Sonis,  Director 
*Nombre  provisional 
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DISCIPLINARY  ACTIONS  AGAINST  PHYSI 
CIANS  INCREASE  SIX  FOLD  IN  SIX  YEARS 


CHICAGO  — In  the  past  six  years  there  hassbeen  a 
six-fold  increase  in  state  disciplinary  actions  against 
physicians,  according  to  a survey  conducted  by  the 
American  Medical  Association. 

Much  of  this  increase  can  be  attributed  to  the 
steadily  rising  number  of  states  providing  immunity 
from  civil  liability  for  persons  reporting  errant  physi- 
cians to  state  medical  disciplinary  agencies. 

“Historically,”  said  James  H.  Sammons,  M.D.,  Exe- 
cutive Vice  President  of  the  AMA,  “physicians  who  have 
reported  colleagues  to  disciplinary  boards  have  exposed 
themselves  to  the  possibility  of  a suit  for  libel  or  slander. 
With  more  and  more  states  granting  immunity  to  people 
who  in  good  faith  report  to  state  boards,  the  number  of 
disciplinary  actions  which  have  been  initiated  have  also 
increased”. 

The  AMA  study  covered  the  years  1971  through 
1977,  and  was  participated  in  by  55  of  the  60  state 
medical  disciplinary  boards.  There  are  more  than  50 
state  boards  becuase  some  states  have  separate  Osteo- 
phatic  boards. 

Dr.  Sammons  pointed  out  that  the  study  shows  that 
in  1971,  there  were  199  actions  which  revoked  licenses, 
suspended  narcotic  permits,  censured  a physician  or 
denied  license  reciprocity  from  one  state  to  another.  In 
1977,  there  were  685  such  actions. 

Because  of  the  variety  of  disciplinary  measures 
taken  only  those  four  actions  were  studies.  In  terms  of 
total  actions  initiated  against  physicians,  the  number 
rose  from  1,275  in  1971  to  3,662  in  1977. 

It  is  important  to  note  that  these  actions  were  all 
taken  by  state  disciplinary  boards.  Organized  medicine 
—the  AMA  or  state  or  local  medical  societies—  does  not 
have  the  power  to  revoke  or  otherwise  affect  the  license 
of  a physician.  The  only  types  of  disciplinary  action  a 
medical  society  can  take  are  expulsion  or  suspension 
from  membership,  or  censure,  which  do  not  affect  a 
physician’s  ability  to  practice.  Actual  proceddings  to 
revoke  or  otherwise  affect  a physician’s  licensure  must 
be  taken  by  the  medical  licensing  board  of  each  state. 

There  are  at  the  present  time  14  states  which  have 
enacted  legislation  making  it  mandatory  that  physicians 
report  evidence  of  professional  malpractice  to  the  state’s 
medical  disciplinary  board.  In  eight  states,  medical 
societies  are  required  to  report  instances  of  unprofes- 
sional conduct,  11  states  require  reporting  by  insurers  of 
malpractice  awards  or  settlements.  In  each  of  those 


states  immunity  from  civil  lawsuits  is  granted  to  physi- 
cians, as  well  as  others,  reporting,  in  good  faith, 
infractions. 

The  AMA  study  found  that  since  1971  the  number 
of  licenses  revoked  has  risen  from  45  nationally  to  198. 
However,  one  of  the  problems  in  medical  discipline  has 
been  the  absence  of  a scale  of  disciplinary  measures  that 
would  give  a borad  the  ability  ot  impose  a penalty  other 
than  license  revocation  or  suspension. 

In  1976,  the  AMA  prepared  model  state  legislation 
which  created  a broad  range  of  flexible  disciplinary 
actions,  including  outright  revocation  of  a physician’s 
license,  suspension  or  limitation  of  license,  submission  to 
counseling  or  treatment,  supervision  of  practice,  requi- 
ring continuing  medical  education,  and  censure  and 
reprimand.  The  AMA  model  legislation  also  provides  for 
mandatory  reporting  to  state  boards  physicians  who  are 
unqualified  because  of  gross  or  repeated  malpractice  or 
professional  incompentece.  This  model  bill  among  its 
many  other  provisions  also  provides  for  the  transfer  of 
records  to  other  agencies  such  as  the  licensing  authorities 
of  other  states  or  hospitals.  To  date,  15  states  have 
enacted  all  or  parts  of  the  AMA  model  legislation. 

“By  giving  the  licensing  boards  something  more 
than  the  drastic  measure  of  license  revocation,”  says  Dr. 
Sammons,  “the  AMA  believes  that  more  appropriate, 
more  effective  and  more  frequently  imposed  discipline 
will  result.” 

In  the  past  several  years,  35  states  have  enacted 
legislation  to  strengthen  the  licensing  and  disciplinary 
authority  of  state  medical  practice  boards. 

Other  AMA  initiatives  include  suggested  legislation 
dealing  with  the  physically  and  mentally  impaired 
physician,  which  may  result  from  alcohol  or  drug  abuse 
or  deterioration  through  aging.  Thirty-one  states  have 
adopted  all  or  part  ofsthe  AMA  Disabled  Physician  Act. 
In  addition,  35  states  societies  have  programs  to  identify 
and  help  rehabilitate  impaired  physicians. 

Another  intersting  trend  was  revaled  in  response  to 
questions  in  this  AMA  survey  about  the  make-up  of 
borads.  Lay  members  are  increasingly  found  on  Medical 
Disciplinary  Boards,  a trend  which  began  in  1973.  In 
1977,  27  boards  had  lay  members. 

November  14,  1978 

FIRST  AID  RULES  FOR  SNAKEBITE  CHAN- 
GED IN  NEW  VERSION  OF  AMA  GUIDE. 

CHICAGO  — The  newly  revised  edition  of  the 
American  Medical  Association’s  First  Aid  Guide  is  off 
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the  press  this  winter. 

There  are  some  changes. 

No  longer  does  the  AMA  book  recommend  that  an 
ice  pack  be  applied  to  the  site  of  a snakebite.  Doctors 
dealing  with  snakebites  discovered  that  cold  applications 
sometimes  cause  worse  medical  problems  than  snake 

venom. 

And  discontinued  is  the  recommendation  that  water 
or  milk  be  given  to  persons  suffering  from  severe  burns. 
This  was  not  helpful,  doctors  found,  and  the  new 
recommendation  is  to  give  no  fluids  by  mouth. 

Sections  on  how  to  apply  cardiopulmonary  ressuci- 
tation  for  infants  as  well  as  on  impaled  (piercing)  injuries 
are  added  in  the  new  edition.  Use  of  a tourniquet  no 
longer  is  detailed;  instead  the  Guide  states:  “If  a 
tourniquet  must  be  applied,  only  those  persons  who 
have  special  training  from  an  advanced  first  aid  course 
should  do  so.”  Some  of  the  illustrations  in  the  Guide 
have  been  redrawn  for  greater  clarity. 

The  First  Aid  Guide  is  available  from  the  American 
Medical  Association  Order  Department,  P.O.  Box  821, 
Monroe,  Wis.  53566.  Individual  copies  are  50  cents. 

The  Guide  was  prepared  by  William  E.  Burnette, 
MPH,  and  Sandra  Malanga  of  the  AMA’s  Department  of 
Health  Education. 

Jan.  1 1979 

FEDERAL  AGENCIES  CALLED  THREAT 
TO  SCIENCE  JOURNALS 

CHICAGO  — The  future  of  scientific  journals  is 
being  seriously  threatened  by  the  federal  government  in 
the  United  States,  the  Journal  of  the  American  Medical 
Association  charges  in  an  editorial  in  the  Jan.  5 issue. 

The  attack  on  the  journals  —the  most  important 
means  of  communication  of  new  research  knowledge 
among  scientists—  has  been  launched  by  the  Internal 
Revenue  Service,  the  Interstate  Commerce  Commission, 
and  the  U.S.  Post  Office,  says  JAMA  Editor  William  R. 
Barclay,  M.D. 

The  IRS  already  has  told  the  publishers  of  90  per 
cent  of  the  chemistry  and  physics  journals  in  the  United 
States  that  it  plans  to  revoke  their  tax-exempt  status  and 
has  notified  the  American  Chemical  Society  and  the 
American  Institute  of  Physics  that  they  are  not  longer  to 
be  treated  as  tax-exempt  organizations,  says  Dr.  Barclay. 
The  IRS  also  has  brought  action  against  the  American 
Medical  Association. 

The  Interstate  Commerce  Commission  is  studying 
AMA  publications,  “with  the  obvious  intent  of  penali- 
zing the  AMA  in  its  legitimate  and  valuable  role  of 
disseminating  scientific  information.”  The  postal  service 
is  proposing  a new  rate  structure  that  will  be  prohibi- 
tively expensive  for  many  scientific  societies  and  may 
result  in  sharp  curtailment  of  their  publications,  he 
charges. 

In  addition  to  the  government’s  “destructive  acti- 
vities,” journals  are  also  facing  uncontrolled  inflation  in 
the  costs  of  paper  and  printing. 

If  the  government  persists  in  its  attack  on  the 


journals,  it  actually  will  realize  very  little,  if  any,  money 
from  the  taxes  and  extra  postal  charges,  as  many  of  the 
journals  will  die  off,  and  will  be  curtailed,  Dr.  Barclay 
says. 

“Respect  for  scientific  achievement  appears  to  be 
waning  in  this  country,  and  there  are  signs  of  antielitism 
in  government  agencies,  indifference  to  science  in  the 
executive  branch  of  government,  and  hostility  among 
some  members  of  Congress.” 

Many  of  the  advantages  enjoyed  by  American  are 
directly  attributable  to  scientific  research  and  develop- 
ment. If  scientific  journals  should  be  killed  off,  effective 
communication  between  scientists  will  be  jeopardized, 
and  scientific  development  will  suffer,  the  JAMA  editor 
declares. 

DECLINE  OF  TONSILLECTOMIES 
BRINGS  SURPLUS  OF  SPECIALISTS 

CHICAGO  — Less  than  half  as  many  tonsillectomies 
are  being  performed  today  as  were  done  in  the  mid- 
1960s,  and  there  is  a surplus  of  surgical  specialists 
trained  to  treat  problems  of  the  throat,  says  a report  in 
an  American  Medical  Association  scientific  journal. 

“A  reduction  in  the  number  of  trainees  in  otolaryn- 
gology (ear  and  throat  especialists)  would  be  in  the  best 
interest  of  the  young  and  other  otolaryngologists  whose 
capabilities  are  now  seriously  underutilized,”  says  Rita 
Nickerson  of  Harvard  Medical  School,  and  colleagues. 
The  article  appears  in  the  December  issue  of  Archives  of 
Otolaryngology. 

Taking  out  tonsils  has  been  about  one-third  of  the 
work  load  of  the  highly  trained  throat  specialists,  Ms. 
Nickerson  declares.  With  the  decline  in  the  operations, 
there  has  been  a sharp  drop  in  the  work  load  of  these 
experts. 

Otolaryngologists  now  have  shorter  work  weeks 
than  most  other  surgeons. 

There  still  aren’t  many  of  the  trained  throat 
surgeons,  around  4,000,  with  another  thousand  in 
training.  But  there  already  isn’t  enough  demand  for 
these  specialists  to  keep  them  fully  occupied,  and  no 
new  ones  are  needed  for  some  years,  she  says.  Their  net 
income  is  now  the  lowest  of  all  surgical  specialists. 

The  rate  per  capita  for  tonsillectomies  with  or 
without  adenoidectomy  declined  12  per  cent  from  1968 
to  1971  and  32  per  cent  from  1971  to  1975.  Tonsillec- 
tomy no  longer  is  the  most  frequently  performed 
operation  in  the  United  States. 

In  1965  there  were  1,215,000  tonsil  removal  opera- 
tions performed.  In  1976  the  total  was  629,000,  and  it 
was  still  dropping.  Many  physicians  were  taking  another 
look  at  the  long-time  custom  of  routinely  removing 
tonsils  in  young  children  every  time  one  appeared  with  a 
sore  throat. 

CLOSE  SHAVE  RULES  POSE 
PROBLEM  FOR  SERVICEMEN 

CHICAGO  — The  close-shaven  grooming  code  for 
men  in  the  armed  forces  presents  a special  problem  for 
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American  blacks,  but  it  can  be  met  by  change  in  shaving 
practices,  says  a report  in  the  Jan.  5 Journal  of  the 
American  Medical  Association. 

Black  facial  hair  grows  at  a more  acute  angle  than 
that  of  other  races,  explains  Maurice  S.  Conte,  M.D.,  of 
the  U.S.  Air  Force  Clinic,  Bergstrom  Air  Force  Base, 
Austin,  Texas.  When  shaved,  especially  closely,  there  is  a 
strong  tendency  for  the  sharpened  hairs  to  grow  under 
the  skin.  A pustule  forms,  known  in  military  parlance  as 
shaving  bump. 

The  doctors  call  it  pseudofolliculitis  barbae,  and  it 
affects  as  many  as  45  per  cent  of  the  black  men  in  the 
United  States,  says  Dr.  Conte.  The  Navy  has  solved  it  by 
permitting  seamen  to  grow  beards,  but  other  services  still 
insist  on  the  military  close  shave,  he  says. 

A recent  study  of  96  cases  of  men  with  ingrown 
hairs  from  close  shaving  confirmed  a successful  shaving 
technique  to  deal  with  the  problem.  It  starts  with  30 
days  of  letting  the  beard  grow,  to  eliminate  all  ingrown 
hairs,  with  twice  daily  use  of  a skin-cleansing  pad. 
Shaving  then  is  done  only  with  electric  clippers,  chosen 
so  that  they  do  not  shave  too  close. 

“Virtually  any  black  man  can  train  himself  to  shave 
without  fear  of  pain,  scarring,  infection,  or  disfigure- 
ments Medical  officers  in  the  military  must  understand 
and  promote  shaving  training  programs,  and  allied  health 
personnel  must  be  recruited  to  implement  them.” 

HIGH  BLOOD  PRESSURE 
RUNS  IN  THE  FAMILY 

CHICAGO  — High  blood  pressure  runs  in  the 
family,  says  a research  study  reported  in  the  Jan.  5 
Journal  of  the  American  Medical  Association. 

Rose  Stamler  and  Dr.  Jeremiah  Stamler  of  North- 
western University  Medical  School,  Chicago,  and  collea- 
gues report  on  a nationwide  screening  program  for  high 
blood  pressure  involving  more  than  half  a million  people. 
Those  with  high  blood  pressure  in  the  family  back- 
ground were  twice  as  likely  to  have  the  problem 
themselves,  regardless  of  weight.  If  overweight,  the  rate 
was  three  to  four  times  as  high. 

When  one  member  of  the  family  is  found  to  have 
high  blood  pressure,  other  family  members  should  be 
examined,  the  Stamlers  say.  Individuals  with  a family 
history  of  high  blood  pressure  should  be  especially 
careful  to  avoid  becoming  overweight. 

FIBER  IMPLANTS  FAIL  AS  BALDNESS 
TREATMENT 

CHICAGO  — A treatment  for  baldness  in  which 
artificial  fibers  are  implanted  in  the  scalp  has  been 
studied  by  skin  specialists  at  the  Cleveland  Clinic  and 
found  wanting,  says  a report  in  the  Jan.  12  Journal  of 
the  American  Medical  Association. 

Twenty  patients  who  had  fiber  implantation  for  the 
treatment  of  baldness  were  later  examined  at  the 
Cleveland  Clinic  by  C.  William  Hanke,  M.D.,  and  Wilma 
F.  Bergfeld,  M.D.  Nearly  all  of  the  fibers  had  fallen  out 


by  ten  weeks  after  the  implants,  says  Dr.  Hanke. 

Also  there  were  further  complications,  including 
facial  swelling,  infection,  scarring,  and  permanent  hair 
loss,  he  reports. 

“The  complications,  high  monetary  cost,  and  ulti- 
mate futility  of  fiver  implantation  make  it  an  unaccep- 
table procedure,”  declare  Drs.  Hanke  and  Bergfeld. 

Technicians  performed  the  implants,  with  physi- 
cians briefly  present  in  only  12  of  the  20  cases,  the 
patients  said.  Average  cost  of  the  procedure  was  $2,427, 
with  a range  of  $1,500  to  $3,500. 

Fiber  implantation  is  not  the  same  as  hair  transplan- 
tation, the  Ohio  dermatologists  point  out.  In  hair 
transplantation,  small  tufts  of  the  individual’s  own  hair 
are  transplanted  from  the  back  of  the  head  and  neck  to 
the  forehead  and  scalp.  This  technique  is  now  widely 
used  by  plastic  surgeons,  dermatologists,  general  sur- 
geons, and  others  to  treat  baldness. 

Still  another  approach  is  suture  implantation,  in 
which  stainless  steel  sutures  are  placed  in  the  scalp,  and  a 
wig  or  strips  of  hair  are  attached  to  the  steel  wires. 
Complications  are  not  uncommon  in  this  technique,  says 
Dr.  Hanke,  including  scarring  and  infection.  The  pro- 
blem is  similar  to  that  of  the  fiber  implants  — the  body 
rejects  a foreign  substance  within  it. 

Patients  who  undergo  fiber  implants  may  have 
residual  problems  even  after  the  fibers  have  all  fallen 
out,  possibly  due  to  small  bits  of  the  fiber  remaining 
under  the  skin,  he  says. 

MED  SCHOOLS  ACCEPTING 
AMERICANS  FROM  ABROAD 

CHICAGO  — Americans  who  go  abroad  to  study 
medicine  can  successfully  enter  a U.S.  medical  school  at 
the  start  of  the  junior  year,  says  a report  in  the  Jan.  12 
Journal  of  the  American  Medical  Association. 

Despite  a doubling  of  places  in  first-year  classes  in 
U.S.  schools  in  the  past  dozen  years,  many  well  qualified 
applicants  have  been  unable  to  gain  admittance.  Many  of 
these  disappointed  students  have  enrolled  in  foreign 
medical  schools.  American  medical  educators  have 
sought  to  assit  them  to  return  to  the  U.S.  as  soon  as 
possible  to  pursue  their  careers. 

Mount  Sinai  School  of  Medicine,  New  York  Gty, 
observed  the  performance  of  33  students  who  returned 
from  foreign  schools  in  the  junior  year.  Their  perfor- 
mance as  junior  students  was  comparable  to  that  of  the 
American  students. 

“Carefully  selected  students  completing  the  first 
two  years  of  basic  science  in  a foreign  medical  school 
can  successfully  compete  with  students  enrolled  in  the 
American  medical  curriculum,”  says  Barry  Stimmel, 
M.D.,  of  the  Office  of  Academic  Affairs,  Mount  Sinai 
Medical  Center. 

RESUSCITATION  TRAINING  SAID  QUICKLY 
FORGOTTEN 

CHICAGO  — Some  12  million  adults  in  the  United 


127 


Volumen  71 
Núm.  3 


States  have  been  trained  in  CPR  —cardiopulmonary 
resuscitation—  to  help  save  lives  of  individuals  suffering 
heart  attacks. 

And  six  months  after  completing  the  training,  many 
of  these  certified  in  CPR  have  forgotten  most  of  their 
training. 

This  is  the  finding  of  a research  report  in  the  March 
2 Journal  of  the  American  Medical  Association.  Frank  J. 
Weaver  of  Baylor  College  of  Medicine,  Houston,  and 
colleagues  retested  a group  of  non-medical  persons 
trained  in  cardiopulmonary  resuscitation  six  months 
after  they  had  completed  the  four-hour  course. 

The  conclusion: 

“The  data  disclosed  a significant  decrease  in  the 
resuscitators’  retention  of  CPR  knowledge  and  skills.” 

Mr.  Weaver  suggests  that  the  training  course  by 
made  more  thorough,  especially  in  heart  compression 
and  breathing. 

And  there  must  be  follow-up  review  and  brush-up 
training  to  ensure  retention  of  skills.  This  might  be  done 
partially  by  mail,  he  says. 

Perhaps  the  recommended  standards  are  too  strin- 
gent for  the  average  person  to  master  and  retain,  Mr. 
Weaver  speculates.  Ether  the  standards  should  be 
reexamined  to  determine  the  minimum  needed  skills,  or 
better  teaching  methods  must  be  developed. 

However,  CPR  training,  even  in  its  imperfect  from, 
still  is  worthwhile,  says  an  accompanying  editorial  in  the 
Journal.  Even  if  the  lifesaving  first  aid  is  ineptly  applied 
sometimes,  it  still  may  be  sufficient  to  save  lives,  writes 
Edward  B.  J.  Winslow,  M.D.,  of  Illinois  Masonic  Medical 
Center,  Chicago. 

But,  “Those  trained  in  CPR  should  assume  responsi- 
bility to  refresh  and  maintain  their  skills,”  Dr.  Winslow 
declares. 


DEVICE  AIDS  CEREBRAL  PALSY  PATIENTS 
IN  CONTROLLING  HEAD  MOVEMENTS 

CHICAGO  — Exercising  with  an  automated  head 
stabilizing  apparatus  has  enabled  a small  group  of 
cerebral  palsy  patients  to  virtually  eliminate  the  constant 
involuntary  head  movements  that  often  characterize 
cerebral  palsy. 

Frederick  A.  Harris,  Ph.D.,  a neurophysiologist  at 
the  University  of  Washington  School  of  Medicine, 
Seattle,  originator  of  the  apparatus,  told  the  Medical 
News  Section  of  the  Feb.  9 Journal  of  the  American 
Medical  Association  that  the  same  principle  may  also 
neable  cerebral  palsy  patients  to  gain  voluntary  control 
over  arm  and  leg  movements. 

The  device  consists  of  a frame  that  restrains  the 
shoulders  and  a manipulator  that  supports  and  acts  on 
the  head.  It  was  originally  developed  by  Dr.  Harris  as  a 
passive  restraint  for  holding  a patient’s  head  still  enough 
for  dental  work  to  be  done.  The  restraint  also  can  allow 
self-feeding  for  a cerebral  palsy  patient  with  severe  head 
movement  problems. 

The  apparatus  was  tested  on  five  patients,  ranging  in 


age  from  7 to  31  years.  At  the  start  each  exercised  for 
one  hour  each  week,  and  sessions  were  extended  as 
trength  permitted.  After  eight  months  or  less  of  regular 
training,  all  five  subjects  had  gained  the  ability  to  hold 
their  heads  almost  completely  on  center  without  any 
mechanical  help.  Continued  practice  is  necessary  to 
maintain  this  ability.  y 

His  results  with  the  stabilizer  were  greeted  with 
surprise  by  his  colleagues.  One  reason  for  this,  Dr.  Harris 
suggests,  is  that  “there  is  a tendency  to  give  up  on 
cerebral  palsy  patients,”  in  part  due  to  the  long-standing 
idea  that  the  condition  is  due  to  diffuse  and  irreversible 
brain  damage. 

If  Dr.  Harris’  results  are  borne  out  in  tests  with 
larger  numbers  of  people,  they  will  support  the  conten- 
tion that  whatever  brain  damage  is  involved  in  cerebral 
palsy,  it  is  at  least  partly  remediable,  the  JAMA  article 
says. 


POST  GRADUATE  EDUCATION  COURSES 

May  10-12,  1979.  Course  code  821 

DECISION-MAKING  IN  CLINICAL  PRACTICE, 
Washington,  DC.  Washington  Hospital  Center.  AMA 
accredited.  Director:  James  A.  Curtin,  M.D.,  F.A.C.P., 
Co-directors:  Stuart  H.  Danovitch,  M.D.,  F.A.C.P.,  Joe 
H.  Gaskin,  M.D.  and  Joseph  Lindsay,  M.D.,  F.A.C.P. 
Fees:  (Groups  A & D $180)  (Group  B $90)  (Group  C 
$240).  REGISTRATION  DEADLINE:  April  26,  1979. 

May  16-18,  1979.  Course  code  822 

RHEUMATOLOGY  1979:  WITH  EMPHASIS  ON 
NEWER  CONCEPTS  IN  DIAGNOSIS  AND  MANAGE- 
MENT OF  REGIONAL  RHEUMATIC  DISORDERS, 
Pittsburgh,  PA.  University  of  Pittsburgh  School  of 
Medicine.  AMA  accredited.  Director:  Gerald  P.  Rodnan, 
M.D.,  F.A.C.P.;  Co-directors:  Robert  B.  Buckingham, 
M.D.,  F.A.C.P.  and  Thomas  A.  Medsger,  Jr.,  M.D.  Fees: 
(Groups  A & D $180)  (Group  B $90)  (Group  C $240). 
REGISTRATION  DEADLINE:  May  2,  1979. 

May  16-18,  1979.  Course  code  829 

CARDIAC  AUSCULTATION  AND  THE  CARDIAC 
EXAMINATION,  Rochester,  MN.  Mayo  Clinic.  AMA 
accredited.  Director:  Robert  G.  Tancredi,  M.D., 
F.A.C.P.;  Co-directors:  Robert  O.  Brandenburg,  M.D., 
F.A.C.P.  and  Emilio  R.  Giuliani,  M.D.,  F.A.C.P.  Fees: 
(Groups  A & D $225)  (Group  B $112)  (Group  C $300). 
REGISTRATION  DEADLINE:  May  2,  1979. 

June  4-8,  1979.  Course  code  833 

CURRENT  CONCEPTS  IN  RENAL  DISEASE  AND 
ELECTROLYTE  DISORDERS,  New  Haven,  CT.  Yale 
University  Medical  School.  AMA  accredited.  Co-direc- 
tors: Samuel  O.  Thier,  M.D.,  F.A.C.P.  and  John  P. 
Hayslett,  M.D.,  F.A.C.P.  Fees:  (Groups  A & D $327) 
(Group  B $163)  (Group  C $436).  REGISTRATION 
DEADLINE:  May  21,  1979. 
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June  6-8,  1979.  Course  code  823 

DIAGNOSTIC  AND  THERAPEUTIC  DECISIONS 
IN  PATIENTS  WITH  PULMONARY  DISEASE,  Chicago 
IL.  Cook  County  Hospital  and  the  University  of  Illinois. 
AMA  accredited.  Director:  Whitney  Addington,  M.D., 
F.A.C.P.  Fees:  (Groups  A & D $180)  (Group  B $90) 
(Group  C $240).  REGISTRATION  DEADLINE:  May 
23,  1979. 

June  7-9,  1979.  Course  code  824 

REVIEW  OF  INTERNAL  MEDICINE,  1979,  Hous- 
ton, TX.  Baylor  College  of  Medicine.  AMA  accredited. 
Director:  Harold  Brown,  M.D.,  F.A.C.P.;  Co-director: 
Antonio  M.  Gotto,  M.D.  Fees:  (Groups  A & D $180) 
(Group  B $90)  (Group  C $240).  REGISTRATION 
DEADUNE:  May  24,  1979. 

JUNE  11-15,  1979.  Course  code  825 

ADVANCES  IN  INTERNAL  MEDICINE  ’79,  Banff, 

AB.  University  of  Alberta.  AMA  accredited.  Director: 

Allan  M.  Edwards,  M.D.,  F.A.C.P.,  F.R.C.P.(C);  Co- 
directors: C.  Guenter,  M.D.,  F.A.C.P.,  F.C.C.P., 

F.R.C.P.(C),  J.  Sprague,  M.D.,  F.R.CJ\(C),  F.  B.  Jones, 

M. D.,  George  Molnar,  M.D.,  F.A.C.P.,  F.R.C.P.(C),  and 
Brian  Sproule,  M.D.,  F.A.C.P.,  F.R.C.P.(C).  Fees: 
(Groups  A,  D & E $252)  (Group  B $126)  (Group  C 
$336).  REGISTRATION  DEADLINE:  May  28,  1979. 

June  27-29,  1979.  Course  code  826 

HEPATOBIUARY  DISEASE  IN  CUNICAL  PRAC- 
TICE, San  Francisco,  CA.  Pacific  Medical  Center  and  the 
University  of  California.  AMA  accredited.  Co-directors: 
Martin  Brotman,  M.D.,  F.A.C.P.  and  Robert  Ockner, 
M.D.,  F.A.CJ*.  Fees:  (Groups  A & D $180)  (Group  B 
$90)  (Group  C $240).  REGISTRATION  DEADLINE: 
June  13,  1979. 


Librar 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidlmum  Br 


Please  consult  complete  prescribing  information,  a sum- 
mary of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the  Na- 
tional Academy  of  Sciences — National  Research  Coun- 
cil and/or  other  information,  FDA  has  classified  the  in- 
dications as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treat- 
ment of  peptic  ulcer  and  in  the  treatment  of  the  irritable 
bowel  syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

Contraindications:  Glaucoma,  prostatic  hypertrophy,  benign 
bladder  neck  obstruction;  hypersensitivity  to  chlordiazepoxide 
HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants,  and  against  hazard- 
ous occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended  doses,  but  use 
caution  in  administering  Librium®  (chlordiazepoxide  HCI)  to 
known  addiction-prone  individuals  or  those  who  might  in- 
crease dosage,  withdrawal  symptoms  (including  convulsions) 
reported  following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  dur- 
ing first  trimester  should  almost  always  be  avoided 
because  of  increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy. 
Advise  patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur,  j 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to  small- 
est effective  amount  to  preclude  ataxia,  oversedation,  confu- 
sion (no  more  than  2 capsules/day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  pharmacology  of  agents, 
particularly  potentiating  drugs  such  as  MAO  inhibitors, 
phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  re- 
ported in  psychiatric  patients.  Employ  usual  precautions  in 
treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarefy  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax.  When 
chlordiazepoxide  HCI  is  used  alone,  drowsiness,  ataxia,  con- 
fusion may  occur,  especially  in  elderly  and  debilitated;  avoid- 
able in  most  cases  by  proper  dosage  adjustment,  but  also 
occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
ported in  a few  instances.  Also  encountered,  isolated  in- 
stances of  skin  eruptions,  edema,  minor  menstrual  ir- 
regularities, nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infrequent,  gener- 
ally controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns may  appear  during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice,  hepatic  dys-  | 
function  reported  occasionally  with  chlordiazepoxide  HCI, 
making  periodic  blood  counts  and  liver  function  tests  advis-  | 
able  during  protracted  therapy  Adverse  effects  reported  with 
Libra>  typical  of  anticholinergic  agents,  i.e. , dryness  of  mouth, 
blurr.ng  of  vision,  urinary  hesitancy,  constipation.  Constipation 
h^s  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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In  treating  irritable  bowel  syndrome* 

Enhance  your  therapeutic  expectations 

with 


Each  capsule  contains 
5 mg  chlordiazepoxide  HC1 
k and  2.5  mg  clidinium  Br. 


antianxiety/antispasmodic/antimotility 

Librax  is  unique  among  G.I.  medications 
in  providing  the  specific  antianxiety  action  of 
LIBRIUMXchlordiazepoxide  HC1)  as  well  as  the  potent 
antispasmodic  and  antimotility  actions  of 
QUARZÁN  (clidinium  Br)  far  adjunctive  therapy 
of  irritable  bowel  syndrome. 


Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 
Please  see  brief  summary  of  prescribing  information  on  preceding  page 


6MPIRINCOMPO 
c COD€IN€ 


Each  tablet  contains:  aspirin,  227  mg;  phenacetin,162  mg;  and  caffeine, 
32  mg:  plus  codeine  phosphate  in  one  of  the  following  strengths:  *4— 60 
mg  (gr  1 );  #3-30  mg  (gr  '/a);  *2-1 5 mg  (gr  V<);  and  *1-7.5  mg  (gr  Vs), 
(V^hming— may  be  habit-forming). 


I Burroughs  Wellcome  Co. 
Research  Triangle  Park 
Wellcome  | North  Carolina  27709 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS»- 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 

■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC's  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carlnll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
(Federal  Register,  37. 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim.  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole”  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  “Intermediate  susceptibility"  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC's 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L.  E.  phenomenon.  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections  Usual  adult  dosage — 1 D.S  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b.i.d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

—every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 Vz  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/mm) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinn  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children’s  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100, 
Tel-E-Dose®  packages  of  100  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500,  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  New  Jersey  07110 

Please  see  back  cover. 


xt  attack  of  cystitis  ma 


ROCHE 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
- appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
vaginal  introitus.  The  trimethoprim  component  of 


Bactrim  diffuses  into  vaginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis 
tant  organisms.  Thus,  Bactrim  reduces  the  risk  of  introita 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information. 
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PEDIATRIC  INDICATIONS* 
FOR  BACTRIM  CONTINUE 

TO  GROW.. 


URINARY  TRACT 
INFECTIONS 


PNEUMOCYSTIS 

CARINll 

PNEUMONITIS 


SHIGELLOSIS 


ACUTE  CTTITIS 

MEDIA 


: Involving  susceptible  organisms. 


NOW.. 

ROCHE  INTRODUCES 

NEW 

CHERRY  FLAVOR 

BACTRIM 

PEDIATRIC 

<S>  SUSPENSION 

Each  teaspoonful  (5  ml)  contains 
40  mg  trimethoprim  and  200  mg  sulfamethoxazole. 


'Prescript! 
or  a 10- kg 
22-lb]  child) 


ESPECIALLY  FLAVORED 
FOR  CHILDREN * 

Also  available:  The  original  fruit-licorice  flavor  to  be  prescribed 
is  "Bactrim  Suspension."  The  same  active  ingredient  formulation— the  difference  is  the  flavor. 


lontraindicated  in  children  under  2 months  of  age. 


Please  see  summary  of  product  information  on  following  page. 


BACTRIM  <s> 

(trimethoprim  and  sulfamethoxazole) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows. 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  susceptible 
strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella  Enterobacter.  Proteus 
mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that  initial  episodes 
of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effective  antibacte- 
rial agent  rather  than  the  combination.  Note  The  increasing  (requency  of  resistant  or- 
ganisms limits  the  usefulness  of  all  antibacterials  especially  in  these  urinary  tract  infections 
For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  influenzae 
or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an  advantage 
over  other  antimicrobials.  Limited  clinical  information  presently  available  on  effec- 
tiveness of  treatment  of  otitis  media  with  Bactrim  when  infection  is  due  to  ampicillin- 
resistant  Haemophilus  influenzae.  To  date,  there  are  limited  data  on  the  safety  ot 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  indicated  for 
prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  enteritis  due  to  susceptible  strains  of  Shigella  fletneri  and  Shigella  sonnei  when 
antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date,  this 
drug  has  been  tested  only  in  patients  9 months  to  16  years  ot  age  who  were  im- 
munosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  lo  trimethoprim  or  sulfonamides  pregnancy  nursing 
mothers,  infants  less  than  two  months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL  PHARYN- 
GITIS. Clinical  studies  show  that  patients  with  group  A ¿j-hemolytic  streptococcal  tonsil- 
lopharyngilis  have  higher  incidence  ot  bacteriologic  failure  when  treated  with  Bactrim  than 
do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions,  agranulocytosis 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with  sulfonamides  Expe- 
rience with  trimethoprim  is  much  more  limited  but  occasional  interference  with 
hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of  thrombopema  with 
purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides  Sore  throat  fever,  pallor, 
purpura  or  jaundice  may  be  early  signs  of  serious  blood  disorders  Frequent  CBCs  are 
recommended,  therapy  should  be  discontinued  if  a significantly  reduced  count  of  any 
formed  blood  element  is  noted 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose-6-phosphale 
dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur  During  therapy, 
maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with  careful  microscopic 
examination  and  renal  function  tests,  particularly  where  there  is  impaired  renal  function 
Bactrim  may  prolong  prothrombin  time  in  those  receiving  warfarin,  reassess  coagulation 
time  when  administering  Bactrim  to  these  patients 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimethoprim  are  included, 
even  if  not  reported  with  Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  anemia, 
megaloblastic  anemia,  thrombopema,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia  Allergic  reactions  Erythema  multiforme.  Stevens- 
Johnson  syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum  sick- 
ness. pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions,  periorbital  edema,  coniuncti- 
val  and  scleral  injection,  photosensitization,  arthralgia  and  allergic  myocarditis  Gaslromtes 
final  reactions  Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea 
and  pancreatitis  CNS  reactions  Headache,  peripheral  neuritis,  mental  depression,  convul- 
sions. ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia  apathy,  fatigue  muscle  weakness 
and  nervousness  Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities 
to  some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia 
in  patients,  cross-sensitivity  with  these  agents  may  exist  In  rats,  long-term  therapy  with 
sulfonamides  has  produced  thyroid  malignancies 
Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN.  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections— 1 DS  tablet  (double  strength),  2 
tablets  (single  strength)  or  4 teasp  (20ml)bid  for  10-14  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg  kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided 
doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  A guide  follows 
Children  two  months  of  age  or  older 


Weiqhl 

Dose — every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

22 

10 

1 teasp  (5  ml) 

’/2  tablet 

44 

20 

2 teasp  (10  ml) 

1 tablet 

66 

30 

3 teasp  (15  ml) 

V/2  tablets 

88 

40 

4 teasp  (20  ml) 

2 tablets  or 

1 DS  tablet 

For  patients  with  renal  impairment 

Creatinine 

Recommended 

Clearance  (ml  mm) 

Dosage  Reqimen 

Above  30 

Usual  standard  reqimen 

15-30 

Vfe  the  usual  regimen 

Below  15 

Use  not  recommended 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  20  mg/kg  trimethoprim 
and  100  mg  kg  sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See 
complete  product  information  for  suggested  children  s dosage  table 
Supplied:  Double  Strength  IDS)  tablets  each  containing  160  mg  trimethoprim  and  800  mg 
sulfamethoxazole,  bottles  of  100  Tel-E-Dose®  packages  of  100.  Prescription  Paks  ot  20  Tablets. 
each  containing  80  mg  trimethoprim  and  400  mg  sulfamethoxazole— bottles  of  100  and  500 
Tel-E-Dose*  packages  of  100  Prescription  Paks  of  40.  available  singly  and  in  Iraysol  10  Pediat 
nc  Suspension,  containing  m each  teaspoonful  (5  ml)  the  equivalent  ol  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  cherry  flavored— bottles  of  16  oz  (1  pint)  Suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
fruit-licorice  flavored— bottles  ol  16  oz  (1  pint) 


April,  1 979  Meetings 


April  4-7  Tennessee  Medical  Association 
Airport  Milton  Inn 
Memphis,  Tennessee 

April  19-21  Alabama  Medical  Association 

Birmingham  Hyatt  House,  Civic  Center 
Birmingham,  Alabama 


April  19-22  Missouri  State  Medical  Association 
Chase-Park  Plaza  Hotel 
St.  Louis,  Missouri 

April  20-22  Georgia  Medical  Association 
De  Soto  Hilton 
Savannah,  Georgia 

April  21-22  Iowa  Medical  Society 
Hyatt  House 
Des  Moines,  Iowa 


April  22-25  Arkansas  Medical  Society 

Little  Rock  Convention  Center 
Little  Rock,  Arkansas 


April  25-29  Arizona  Medical  Association 
Safari  Hotel 
Scottsdale,  Arizona 


April  26-29  South  Carolina  Medical  Association 
Myrtle  Beach  Hilton 
Myrtle  Beach,  South  Carolina 

April  29-  Nebraska  Medical  Association 

May  2 Holiday  Inn 

Kearney,  Nebraska 


' \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc 

l / Nutley.  New  Jersey  071 10 


The  functional  bowel  and 

other  unexplained  G.I.  disturbances... 

1ACT-A1D 

FOR  LACTOSE  INTOLERANCE 


Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handle  lactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendents  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
U.S.  alone. 


Therefore,  lactose  intolerance  should  be 
an  immediate  consideration  when  there  are  G.I. 
complaints  of  unknown  etiology. 

Suspect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 


Puerto  Rico  Distributor 
Nu  tricen  tro 
Apartado  11368 
Caparra  Heights,  Puerto 
Teléfono  783-3123 


00922 


GL  Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 
Probably  not.  One  packet  of  Lact-Aid'properly 
mixed  with  one  quart  of  milk  provides  sufficient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
into  the  simple  sugars,  galactose  and  glucose,  for 
easy  absorption.  Two  packets  can  effect 
quantitative  conversion. 

SugarLo  Company,  P.O.  Box  1017,  Atlantic  City,  NJ 
08404.  Write  for  literature  and  ordering  information. 


Uict/tid 

LACTASE  ENZYME 

the  answer 
to  lactose 
intolerance 


Ingredients:  Glucose,  Lactase  enzyme  from  Saccharomyces 
(Kluyveromyces)  lactis  yeast  (4000  ONPG  units  each 
0.7  gram  packet),  food  grade  silicate  as  anti-caking  agent. 


Catapres®  (clonidine  HCI)  is  an 
effective  antihypertensive  agent  that 
seldom  interferes  with  the  patient's  pre- 
treatment lifestyle.  Results  of  clinical 
trials1  with  Catapres  indicate  a low 
incidence  of  such  side  effects  as 
depression,  orthostatic  hypotension, 
or  interference  with  normal  hemo- 
dynamics. The  adverse  reactions  most 
commonly  observed  are  drowsiness, 
dry  mouth,  and  sedation — and  these 
generally  tend  to  diminish  with 
continued  use. 

Consider  Catapres  whenever  a 
diuretic  alone  is  not  enough  to  lower 
blood  pressure  adequately.  It  adds  an 
important  measure  of  blood  pressure 
control  with  little  risk  of  impairing 
lifestyle. 

1.  Data  on  file  at  Boehringer  Ingelheim  Ltd. 


Hypertension  is  for  life. 
Catapres’  is  for  living. 

(clonidine  HCI) 


m Tablets  of  0 1 and  0 2 mg 

atapres 

(clonidine  HCI) 


Hypertension 


(clonidiné  HCI) 

Hypertension 


Hypertension  is  for  life. 
Catapres  is  for  living. 


sure,  clomdine  hydrochloride  should  be  used  with  caution  in  patients  with 
severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascu- 
lar disease  or  chronic  renal  failure 

As  an  integral  part  of  their  overall  long-term  care,  patients  treated  with 
Catapres  (clomdine  hydrochloride)  should  receive  periodic  eye  examina- 
tions. While,  except  for  some  dryness  of  the  eyes,  no  drug-related  ab- 
normal ophthalmologic  findings  have  been  recorded  with  Catapres 
(clomdine  hydrochloride),  in  several  studies  the  drug  produced  a dose- 
dependent  increase  in  the  incidence  and  severity  of  spontaneously  occur- 
ring retinal  degeneration  in  albino  rats  treated  for  6 months  or  longer 
Adverse  Reactions:  The  most  common  reactions  are  dry  mouth,  drow- 
siness and  sedation  Constipation,  dizziness,  headache,  and  fatigue  have 
been  reported  Generally  these  effects  tend  to  diminish  with  continued 
therapy  The  following  reactions  have  been  associated  with  the  drug, 
some  of  them  rarely  (In  some  instances  an  exact  causal  relationship  has 
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Carotid  Artery  Aneurysm  with  Contralateral  Carotid  Stenosis 

Treated  Surgically  Page  129 

Jorge  0.  Just  Viera,  MD  and  Frank  Bunker,  MD 

An  interesting  case  report  which  describes  the  clinical  presentation  and  surgical  manage- 
ment of  a 66-year  old  female  with  an  internal  carotid  artery  aneurysm  on  one  side  of  the 
neck  and  significant  contralateral  carotid  artery  stenosis.  A brief  review  of  the  literature 
is  presented.  The  surgical  approach  used  in  the  evaluation  of  this  patient  should  be  of 
interest  to  both  internists  and  surgeons. 

Hongos  Alergénicos  en  Viviendas  en  Puerto  Rico  Page  133 

C.  López  Almodóvar,  MD,  Magali  Rodríguez,  BS  y Luis  A.  Roure,  PhD 

En  este  estudio,  el  Dr.  López  Almodóvar  y sus  colaboradores  describen  y comparan  la 
incidencia  de  los  principales  hongos  que  crecen  en  las  viviendas  de  Puerto  Rico.  Los 
autores  escogieron  30  viviendas  en  áreas  urbanas  y suburbanas  de  San  Juan  y Mayagüez, 
donde  se  expusieron  un  total  de  103  platos  de  cultivo  por  espacio  de  20  minutos  durante 
12  meses  consecutivos.  Cladosporium  fue  el  hongo  predominante  en  todo  tipo  de  vivien- 
da. Pennicillium  y Aspergillus  se  encontraron  frecuentemente  en  casas  terreras  de  concre- 
to. Los  autores  evalúan  en  forma  crítica  algunos  de  los  factores  relacionados  con  la  pre- 
valencia de  estos  hongos  y sugieren  recomendaciones  para  el  manejo  de  pacientes  con  en- 
fermedades alérgicas  del  sistema  respiratorio. 

Prioridades  de  Salud  en  Puerto  Rico;  Hacia  un  Refinamiento  de  los 

Instrumentos  de  Medición  Page  142 

Annette  B.  Ramírez  de  Arellano,  MCP,  MCHP 

La  autora  presenta  y define  el  indicador  denominado  años  de  capacidad  potencial  (ACP) 
para  establecer  la  importancia  relativa  de  las  principales  causas  de  muerte  en  Puerto  Rico. 
Se  demuestra  cómo  se  altera  el  orden  relativo  de  las  principales  causas  de  muerte  en  Puer- 
to Rico  utilizando  este  índice  (ACP)  en  comparación  con  las  tasas  de  mortalidad.  Sugiere 
la  autora  la  necesidad  de  definir  claramente  los  objetivos  que  persiguen  los  programas  es- 
tatales de  salud.  Si  el  objetivo  es  disminuir  el  número  de  muertes,  las  tasas  de  mortalidad 
general  son  el  indicador  de  preferencia.  Si  por  el  contrario  la  meta  es  evitar  muerte 
prematura  y añadir  vida  productiva  a los  años,  el  ACP  provee  un  índice  de  más  informa- 
ción. 

Introducción  de  la  Vacuna  de  Viruela  en  el  Sur  de  Puerto  Rico  Page  147 

José  G.  Rigau  Pérez,  MD 

En  este  artículo,  el  Dr.  Rigau  Pérez  presenta  los  hechos  históricos  relacionados  con  la 
introducción  de  la  vacuna  de  viruela  en  el  sur  de  Puerto  Rico.  El  autor  logra  identificar 
varios  problemas  inherentes  al  sistema  médico  social  de  la  época  y exhorta  a adoptar 
medidas  enérgicas  que  confronten  a cada  ciudadano  con  la  importancia  de  la  vacuna- 
ción y con  su  obligación  de  resolver  responsablemente  el  problema  de  las  enfermedades 
potencialmente  erradicables. 
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contains  theophylline  (anhydrous)  150  mg 
and  glyceryl  guaiacolafe  (guaifenesin) 
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• theophylline  for  effective 
around-the-clock 
bronchodilator  therapy 

• 100%  free  theophylline 
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and  pulmonary  emphysema 
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non  containing  theophylline  or  ominophylline  Do  nor 
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concurrently 
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clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effect  on  the  central  nervous  system.  Its  administra- 
tion may  cause  local  irritation  of  the  gastric  mucosa  with 
possible  gastric  discomfort,  nausea,  and  vomiting.  The 
frequency  of  adverse  reactions  is  related  to  rhe  serum 
theophylline  level  and  is  nor  usually  a problem  or  serum 
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CAROTID  ARTERY  ANEURYSM  WITH  CONTRALATERAL 
CAROTID  STENOSIS  TREATED  SURGICALLY 

Jorge  0.  Just  Viera,  MD  and  Frank  Bunker,  MD 


Summary:  Carotid  artery  aneurysms  are  rare. 
The  combination  of  this  lesion  with  significant 
stenosis  of  the  contralateral  carotid  artery  in 
a patient  with  known  carotid  artery  disease  is 
reported.  After  resection  of  the  aneurysm, 
isotopic  flow  studies  demonstrated  adequate 
flow.  Correction  of  the  stenotic  lesion  was  fol- 
lowed by  recovery.  Preoperative  angiographic 
evaluation  permitted  appropriate  anticipation 
of  cardiac  problems  arising  from  associated 
coronary  artery  disease. 

Introduction 

Carotid  artery  aneurysms  are  rare,  more 
so  those  that  involve  the  internal  carotid  ar- 
tery. Only  seven  were  found  at  Baylor  over 
an  eleven  year  period  in  approximately  2,300 
operations  for  arterial  aneurysms,  (1)  and  a 
total  of  six  were  reported  from  the  Mayo  Cli- 
nic between  1926  and  1936  (2).  Recently, 
eight  aneurysms  of  the  internal  carotid  artery 
were  reported  in  a series  of  23  extracranial 
carotid  artery  aneurysms  reported  from  the 
University  of  Michigan  Medical  Center  (3). 


From  the  Cardiovascular  Center,  Mercy  Hospital,  Ben- 
ton Harbor,  Michigan. 


A patient  presented  the  combination 
of  an  internal  carotid  artery  aneurysm  on  one 
side  with  a significant  contralateral  carotid  ar- 
tery stenotic  lesion.  She  was  operated  upon 
at  the  Mercy  Hospital  Cardiovascular  Center 
and  this  unusual  combination  is  the  subject 
of  this  report.  The  patient  also  had  coronary 
artery  disease  evaluated  by  coronary  arterio- 
graphy. 

Case  Report 

V.  F.,  164532-3,  is  a 66  year  old  white  female 
who  complained  of  weakness  and  dizziness.  She  had 
a myocardial  infarction  in  November,  1977.  Cardio- 
vascular evaluation  detected  a bruit  in  the  right  caro- 
tid artery.  Coronary  angiography  showed  coronary 
artery  disease  not  sufficiently  advanced  to  justify 
coronary  artery  surgery.  However,  films  showed  sig- 
nificant right  carotid  artery  disease. 

The  patient  had  had  a right  hemiparesis  in  1974. 
Recovery  was  exceptionally  rapid.  Further  question- 
ing revealed  that  weakness  and  fatigue  of  the  lower 
extremities  appeared  on  exertion,  especially  during 
square  dancing. 

Extensive  angiographic  studies  on  May  15,  1978, 
revealed  an  aneurysm  of  the  left  internal  carotid  ar- 
tery with  involvement  of  the  bifurcation,  and  signifi- 
cant stenosis  of  the  right  carotid  bifurcation.  (Figures 
1,  a.,  l.b.)  Diffuse  peripheral  vascular  disease  was 
present  below  the  abdominal  aortic  bifurcation  not 
amenable  to  surgery. 

Scheduled  surgery  on  May  19,  1978  was  can- 
celled because  of  thrombocytopenia,  attributed  to  qui- 
nidine  or  quinine,  or  both.  She  received  corticosteroids 
and  was  readmitted  on  July  22,  1978,  after  normal 
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Figure  1.a.:  Aneurysm  of  the  internal  carotid  artery 
extending  into  the  bifurcation  is  demonstrated.  The 
external  carotid  is  almost  occluded. 


Figure  l.b.:  This  frame  of  the  four  vessel  angio- 
gram shows  the  stenotic  lesion  of  the  right  carotid 
artery. 


hematologic  tests  following  steroid  withdrawal. 

On  July  24,  1978  surgery  was  performed  on 

the  left  side.  The  common  carotid  artery  diameter 
was  small  and  the  aneurysm  measured  approximately 
1 1/2  x 2 cms.  It  was  isolated  with  proximal  and  dis- 
tal vascular  control.  The  arteries  were  too  small  to  ac- 
commodate the  Javid  shunt  so  that  a silastic  tube, 
of  the  type  utilized  in  salpingoplasties,  was  required. 
Prior  to  the  insertion  of  the  shunt,  the  common  and 
external  carotid  arteries  were  clamped.  The  pressure 
measured  in  the  internal  carotid  artery  was  less  than 
20  MM  of  Hg.  The  common  carotid  was  mobilized 
extensively  (Figure  2. a.) 


The  patient  received  7,500  units  of  intravenous 
heparin.  The  aneurysm  was  resected  and  external  caro- 
tid artery  was  ligated.  This  permitted  primary  anasto- 
mosis of  the  common  and  internal  carotid  arteries  with 
interrupted  5-0  Mersilene  sutures.  After  removal  of  the 
shunt  and  reversal  of  heparinization  the  wound  was 
closed.  Recovery  was  uneventful.  (Figure  2.b.) 

Five  days  following  surgery  carotid  radioisotope 
flow  studies  were  performed  . These  revealed  good 
flow  in  the  operated  side.  One  week  after  carotid  aneu- 
rysmectomy. on  August  1,  19 < 8,  she  returned  to  the 
operation  ,oom.  Endarterectomy  of  the  right  carotid 
artery  with  Dacron  patch  angioplasty  was  performed 
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Figure  2.a.:  Operative  view  of  the  left  carotid  aneu- 
rysm. Center  tape  surrounds  external  carotid,  right 
tape  the  internal  and  left  tape  the  common  carotid 
artery. 


Figure  2.b.:  Reconstructed  carotid  artery  is  shown 
after  ligation  of  the  external  carotid  and  end  to  end 
anastomosis  of  the  internal  and  common  carotid  ar- 
teries. 


successfully.  A shunt  and  systemic  heparinization 
were  used.  She  recovered  uneventfully  and  was  dis- 
charged in  good  condition  on  August  8,  1978.  (.lose 


monitoring  revealed  no  heart  problems  from  her  known 
coronary  artery  disease.  She  has  done  well  post  ope- 
ratively. 
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Discussion 

As  early  as  1926,  105  cases  of  extracranial 
carotid  aneurysms  involving  the  internal  carotid 
artery  were  reported  by  Winslow  (4).  At  that 
time,  only  ligation  was  available  and  it  carried 
a 30  percent  mortality.  Of  patients  not  oper- 
ated upon,  70  percent  died  of  complications, 
mainly  rupture,  thrombosis  or  embolism. 

The  major  objective  of  surgical  therapy 
is  the  prevention  of  severe  neurologic  compli- 
cations rather  than  hemorrhage.  The  most  com- 
mon etiology  reported  currently  is  atheros- 
clerosis. The  association  of  aneurysmal  lesions 
with  contralateral  stenotic  lesions  of  the  op- 
posite carotid  artery  will  become  more  common. 
Syphilis  was  the  most  common  cause  before 
World  War  II,  and  must  be  recalled  in  the  dif- 
ferential diagnosis.  Trauma,  especially  blunt 
trauma,  results  in  carotid  thrombosis  more 
commonly  than  in  aneurysm  formation. 

Surgery  consists  mainly  of  resection  and 
reconstruction.  Whenever  possible  direct  anas- 
tomosis of  the  internal  and  common  carotid 
artery  should  be  performed.  The  external  caro- 
tid artery  may  or  may  not  be  preserved,  de- 
pending on  the  amount  of  tension  required 
to  bring  the  two  primary  vessels  together.  At 
times,  the  external  carotid  can  be  utilized  to 
bridge  the  gap,  or  saphenous  vein  or  prosthetic 


material  can  be  utilized. 

The  routine  use  of  a shunt  in  carotid  sur- 
gery remains  controversial.  We  have  used  it  in 
all  patients  with  atherosclerosis  without  re- 
gret, and  especially  in  bilateral  carotid  lesions. 
The  Javid  shunt  is  most  popular,  although 
in  our  patients  the  vessels  were  very  small  and 
would  not  accommodate  the  available  shunt. 
For  this  reason,  silastic  tubing  used  in  salpin- 
goplasties was  used  successfully  as  a temporary 
shunt.  Measurement  of  internal  carotid  pressure 
after  clamping  the  common  and  external  caro- 
tids, intraoperative  systemic  heparinization  and 
appropriate  preoperative  cardiac  evaluation  with 
angiography,  if  needed,  have  significantly  re- 
duced the  risks  of  carotid  surgery. 
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HONGOS  ALERGENICOS  EN  VIVIENDAS 
EN  PUERTO  RICO 

C.  López-Almodóvar,  MD,  Magali  Rodríguez,  BS  y Luis  A.  Roure,  PhD 


Resumen:  Las  esporas  de  hongos  son  los  orga- 
nismos alergénicos  más  abundantes  y disemi- 
nados dentro  de  los  hogares  en  Puerto  Rico 
y probablemente  en  casi  todos  los  climas  tro- 
picales. Su  capacidad  de  reproducirse  dentro 
de  las  viviendas  es  muy  significativa.  La  pre- 
ponderancia de  algunos  géneros  responde  en 
parte  a su  abundancia  en  la  atmósfera  puertas 
afuera,  pero  también  es  afectada  por  los  nu- 
trientes particulares  en  los  diversos  tipos  de 
vivienda.  Fueron  las  casas  de  madera  las  que 
arrojaron  una  incidencia  y abundancia  mayor 
de  hongos.  Por  el  contrario,  se  observó  que 
esta  frecuencia  es  mucho  menor  en  condo- 
minios. Los  hallazgos  obtenidos  pueden  ser 
de  ayuda  en  asesoramiento  y manejo  de  pa- 
cientes respiratorios  afectados  por  estos  hongos. 

Se  sugieren  las  siguientes  recomenda- 
ciones en  el  manejo  de  pacientes  respiratorios 
afectados  por  la  presencia  de  hongos  en  sus 
viviendas: 

1.  Eliminar  fuentes  de  humedad  innece- 
saria dentro  de  los  hogares,  como  filtraciones 
en  el  techo,  humedad  en  los  cuartos  de  baño, 
plantas  dentro  de  las  casas. 

2.  Eliminar  la  maleza  silvestre  alrededor 
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de  la  casa  y la  vegetación  cerca  de  las  venta- 
nas. 

3.  Si  el  paciente  está  considerando  reubi- 
car su  vivienda,  debe  considerar  la  posibilidad 
de  un  condominio  bien  ventilado. 

4.  Si  los  síntomas  alérgicos  son  más  fre- 
cuentes dentro  de  la  vivienda,  considerar  los 
géneros  del  grupo  dominante  e intermedio 
para  posible  inmunoterapia. 

Summary:  The  present  survey  demonstrated 
some  predominant  indoors  of  fungi  which 
are  not  always  those  dominant  flora  in  the 
open  air.  Furthermore,  frame  houses  showed 
a higher  incidence  and  abundance  of  fungi 
spores.  Yet,  we  observed  a smaller  quantity 
of  spores  in  the  apartment  condominium. 
We  conclude  that  the  fungi  spores  are  the 
most  common  indoors  allergenic  organisms 
in  Puerto  Rico  and  probably  in  all  tropical 
climates.  Our  findings  may  be  helpful  for  the 
assessment  and  management  of  respiratory 
patients  affected  by  allergenic  fungi. 

Introducción 

Las  esporas  de  hongos  son  los  organis- 
mos vivos  más  abundantes  que  pueblan  el 
aire  en  las  zonas  tropicales.  Son  también  los 
alérgenos  más  comunes  con  capacidad  de  re- 
producirse en  el  aire  que  respiramos.  La  in- 
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mensa  mayoría  de  las  esporas  germinan  en  la 
tierra  o en  las  plantas,  pero  también  pueden 
hacerlo  en  cualquier  superficie  que  le  sea  pro- 
picio. Tal  es  el  caso  de  nuestras  viviendas  sin 
excepción  de  clase  alguna. 

El  estudio  presente  fue  diseñado  para  des- 
cribir y comparar  la  incidencia  y abundancia 
de  los  principales  hongos  que  crecen  en  las 
viviendas  de  Puerto  Rico.  Dichas  viviendas 
corresponden  a la  clase  media  de  las  áreas  ur- 
banas y suburbanas  de  San  Juan  y Mayaguez. 
Para  el  cultivo,  crecimiento,  aislamiento  e 
identificación  se  usaron  las  facilidades  del 
Laboratorio  de  Micología  Tropical  de  la  Uni- 
versidad de  Puerto  Rico  en  Mayaguez. 

Materiales  y Métodos 

Se  escogieron  30  viviendas  en  las  áreas  men- 
cionadas cuyo  tiempo  de  construcción  data  de  3-15 
años.  Para  que  fueran  representativas  de  los  tipos  de 
vivienda  en  la  isla,  se  seleccionaron  diez  casas  terre- 
ras de  madera,  diez  casas  terreras  de  concreto  y diez 
apartamientos  en  una  segunda  o tercera  planta.  Todas 
las  viviendas  estaban  adecuadamente  ventiladas.  Nin- 
guna tenía  aire  acondicionado  en  los  lugares  donde 
se  tomaron  las  muestras. 

Se  expusieron  un  total  de  105  platos  de  cul- 
tivo por  espacio  de  20  minutos  a lo  largo  de  12  me- 
ses. Quince  de  estos  platos  se  descartaron  por  pro- 
blemas técnicos  de  contaminación  o falta  de  esporu- 
lación.  Se  utilizó  Sabouraud  - Dextrose  - Agar  de  Bec- 
ton,  Dickinson  Co.,  como  medio  de  cultivo,  al  cual 
se  le  añadió  Cloromycetina  125  mg.  por  cada  litro 
del  medio  de  cultivo  para  inhibir  el  crecimiento  bac- 
teriano. Se  observaron  los  cultivos  a partir  del  quinto 
día  de  tomados,  a intervalos  frecuentes  y se  subcul- 
tivó por  espacio  de  30  días  cada  una  de  las  muestras. 


cas  fue  variable  según  el  tipo  de  vivienda.  Se 
incluyen  los  10  géneros  de  mayor  incidencia 
y volumen  de  colonias. 

1.  Total  número  de  colonias 

obtenidas  739 

2.  Número  máximo  de  colonias 

por  placa  78 

3.  Número  mínimo  de  colonias 

por  placa  3 

4.  Número  promedio  de  colonias 

por  placa  24.63 

B.  Contaje  de  colonias  en  los  tres  tipos 

de  vivienda 

1.  Casa,  terrera  de  concreto 


a. 

Número  menor  de 

colonias  por  casa 

12 

b. 

Número  mayor  de 

colonias  por  casa 

78 

c. 

Número  promedio  de 

colonias  por  casa 

29.1 

2.  Casa,  terrera  de  madera 


a. 

Número  menor  de 

colonias  por  casa 

17 

b. 

Número  mayor  de 

colonias  por  casa 

68 

c. 

Número  promedio  de 

colonias  por  casa 

34 

Resultados 


3.  Apartamientos  o condominios 
a.  Número  menor  de 
colonias  por  casa 


A.  El  crecimiento  de  colonias  por  pla- 
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INCIDENCIA  ENCASAS  DE  MADERA 


POR  CIENTO 
DE  INCIDENCIA 


Figure  1 


b.  Número  mayor  de 

colonias  por  casa  27 

c.  Número  promedio  de 

colonias  por  casa  11 

C.  A continuación  se  ilustra  en  las  fi- 
guras 1,  2,  3 la  incidencia  de  los  diversos  gé- 
neros encontrados  en  casas  de  madera,  casas 
de  concreto  y apartamientos-condominios.  Se 
incluyen  en  las  figuras  referidas  los  primeros 
diez  géneros  en  orden  de  incidencia.  Se  ex- 
cluyen un  número  similar  de  géneros  errá- 
ticos cuya  incidencia  o aparición  no  fue  cons- 
tante como  Alternacia,  Mucor,  Pulullaria, 
Rhizopus,  y otros.  Inmediatamente  después 
de  las  primeras  tres  figuras,  enfatizamos  los 
puntos  sobresalientes  que  estas  gráficas  se- 
ñalan. 


Resumen  de  la  Data  que  arrojan  las  Fi- 
guras 1,  2,  3,  ilustrando  la  incidencia  de  di- 
versos géneros. 

1.  Casas  de  madera 

— Cladosporium,  Fusarium  y Asper- 
gillus aparecen  en  casi  todas  las 
viviendas,  ocurriendo  en  80-100  por 
ciento  de  éstas. 

— Pennicillium,  Curvularia  y Monilia 
aparecen  aproximadamente  en  la  mi- 
tad de  todas  las  casas  de  madera  (50 
por  ciento). 

— Helmintosporium  y Nigrospora  apa- 
recen aproximadamente  en  una  cuarta 
parte  de  todas  las  casas  de  madera 
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INCIDENCIA  ENCASAS  DE  CONCRETO 


(25  por  ciento). 

Casas  de  concreto 

— Pennicillium  y Cladosporium  apare- 
cen con  una  frecuencia  de  80-90  por 
ciento  en  las  viviendas  terreras  de  con- 
creto. 

— Curvularia,  Fusarium,  Aspergillus  y 
Monilia  aparecen  con  una  frecuencia 
de  40-50  por  ciento  en  las  viviendas 
terreras  de  concreto. 

— Cephalosporium  aparece  como  en  la 
tercera  parte  de  los  casos  (30  por 
ciento)  aproximadamente. 

Condominios 

—Cladosporium  aparece  con  una  fre- 


cuencia aproximada  de  80  por  ciento. 

—Pennicillium  y Fusarium  aparecen 
con  una  frecuencia  aproximada  de 
50  por  ciento. 

—Aspergillus  y Curvularia  aparecen 
con  una  frecuencia  aproximada  de 
30  por  ciento. 

— Nigrospora  suele  aparecer  en  una 
cuarta  parte  de  los  condominios 
(25  por  ciento). 

C.  A continuación  se  ilustra  en  las  fi- 
guras 4,  5 y 6 la  cantidad  de  colonias  encon- 
tradas en  los  géneros  de  mayor  incidencia 
que  se  describieron  anteriormente.  Estos  se 
describen  de  mayor  a menor  frecuencia.  In- 
mediatamrnte  después  de  las  figuras  4,  5 y 
6 pro'  .Jemos  a enfatizar  los  puntos  sobresa- 
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INCIDENCIA  EN  CONDOMINIOS 


Figure  3 


lientes  que  estas  gráficas  señalan. 

Resumen  de  la  data  que  arrojan  las  fi- 
guras 4,  5,  6 donde  se  ilustra  la  cantidad  de 
colonias  encontradas  en  los  primeros  10  gé- 
neros. 

1.  Casas  de  Madera 

— Cladosporium  es  más  abundante 
que  ningún  otro  hongo.  Se  encon- 
tró dos  veces  y media  más  que  Asper- 
gillus, siendo  éste  su  más  cercano 
competidor.  En  relación  a Monilia  y 
Pennicillium,  Cladosporium  fue  cuatro 
veces  mayor.  En  relación  a Fusarium 
y Curvularia  fue  Cladosporium  cinco 
veces  mayor. 

—Como  dato  interesante,  Aspergillus 
toma  un  lugar  significativo  como  un 


hongo  que  se  multiplica  y sobrevive 
con  facilidad  puertas  adentro  pues  casi 
duplicó  su  abundancia  sobre  el  grupo 
intermedio  de  los  géneros  descritos. 

—Las  casas  de  madera  arrojan  un  con- 
taje aproximado  de  1.5  veces  mayor 
que  las  terreras  de  concreto  y de  tres 
veces  mayor  que  los  condominios. 
Se  calcula  que  el  total  de  viviendas 
de  madera  en  toda  la  isla  es  de  un 
25-30  por  ciento. 

2.  Casas  Terreras  de  Cemento 

—Aspergillus  fue  casi  tan  abundante 
como  Cladosporium.  Ambos  sobre- 
pasaron al  grupo  intermedio  de  Cur- 
vularia, Pennicillium  y Monilia  en 
proporción  de  2 a 1.  Estos  cinco 
géneros  hacen  con  Fusarium  la  flora 
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CUANT IFICAC ION  DE  COLONIAS  - CASAS  DE  MADERA 
(10  GENEROS  MAS  ABUNDANTES) 


NUMERO 
DE  COLONIAS 


Figure  4 

más  constante  y abundante  dentro 
de  las  viviendas  terreras  de  P.  R.  La 
casa  terrera  ha  sido  y sigue  siendo  la 

vivienda  más  popular  de  P.  R.,  siendo 
las  terreras  de  cemento  como  dos  ter- 
ceras partes  de  las  viviendas  totales 
en  la  isla. 

3.  Condominios 

—El  contaje  de  colonias  fue  muy 
inferior  al  de  las  casas  de  madera 
(proporción  aproximada  de  1 a 3) 
y aproximadamente  el  contaje  de 
colonias  fue  la  mitad  del  encontrado 
en  las  casas  terreras  de  cemento. 
Cladosporium,  Curvularia,  Pennici- 
llium  y Fusarium  fueron  los  cuatro 
géneros  con  alguna  cuantificación 
significativa.  Actualmente  los  condo- 


minios constituyen  alrededor  del  12 
por  ciento  de  las  viviendas  en  la  isla. 

Discusión 

La  incidencia  y abundancia  con  que  apa- 
rece Cladosporium  en  todo  tipo  de  vivienda 
lo  hace  el  género  dominante.  Su  capacidad 
para  sobrevivir  y reproducirse  dentro  de  las 
viviendas  es  incuestionable.  En  casas  terreras 
de  concreto,  Pennicillium  superó  a Clados- 
porium ligeramente.  Ambos  aparecieron  aprox- 
imadamente en  9 de  cada  10  viviendas.  En  casas 
terreras  de  concreto,  Aspergillus  fue  casi  tan 
abundante  como  Cladosporium.  La  humedad 
frecuente  de  los  cuartos  de  baño  y de  los  guar- 
darropas nos  hace  pensar  que  son  factores  que 
ayudan  a su  supervivencia.  Fueron  estas  depen- 
dencias de  las  casas  donde  más  se  describió. 

Hay  un  grupo  intermedio  que  mantiene 
una  incidencia  y abundancia  bastante  constante 
en  los  géneros  de  Pennicillium,  Aspergillus, 
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CUANT I F ICAC I ON  DE  COLONIAS  - CASA  DE  CEMENTO 
(10  GENEROS  MAS  ABUNDANTES) 


Figure  5 


Curvularia,  Fusarium  y Monilia.  Caben  des- 
tacarse la  frecuencia  de  Fusarium  en  casas  de 
madera  de  un  90  por  ciento  y la  de  Aspergillus 
en  un  80  por  ciento.  La  frecuencia  de  Penni- 
cillium  en  casas  de  cemento  fue  estimada  en  un 
90  por  ciento.  Se  observó  que  el  género  más 
constante  y que  menos  oscila  en  incidencia  y 
abundancia  es  Curvularia.  El  más  oscilante  es 
Aspergillus. 

La  data  sugiere  que  la  frecuencia  y abun- 
dancia en  casas  de  madera  es  altísima  y sobre- 
pasa a los  otros  tipos  de  vivienda.  Así  coinci- 
dimos con  la  publicación  de  Roure  (1970)  don- 
de se  observó  un  mayor  crecimiento  en  este 
tipo  de  construcción  de  madera  no  tratada  ex- 
puestas a un  clima  sumamente  húmedoy  cálido(4), 
Los  recientes  informes  de  aserraderos  de  madera 
en  Suecia  donde  se  describe  la  incidencia  y fre- 
cuencia deAspergillus,  Cladosporium  y Penni- 
cillium  refuerza  nuestra  posición  de  conceder 


una  sobrevivencia  mayor  a los  hongos  sobre  la 
madera  húmeda. 

La  discreta  incidencia  y baja  abundancia 
de  hongos  en  condominios  puede  estar  en  rela- 
ción con  la  poca  o ninguna  vegetación  alrededor 
de  estos  apartamientos  a partir  de  la  segunda 
planta.  También  hay  menos  arrastre  de  polvo 
desde  la  calle  a la  vivienda  por  el  viento  y los 
zapatos.  Debe  señalarse  también  que  los  apar- 
tamientos escogidos  no  solían  sobrepasar  7-8 
años  de  construidos  y estaban  libres  de  fil- 
traciones de  agua  o humedad  a través  de  las 
paredes  y el  techo. 

La  posición  de  Curvularia  como  grupo 
intermedio  muy  consistente  en  incidencia  y 
abundancia  nos  hace  recordar  la  publicación 
de  Sorenson  y Bulmer  (1974)  donde  se  reporta 
en  la  atmósfera  de  San  Juan  cifras  parecidas  a 
lasnuestras(5).  Recientemente(1977)Báez  Belén 
le  da  una  posición  aún  más  destacada  a Curvu- 
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CUANT 1FICAC ION  DE  COLONIAS  - CONDOMINIOS 
(10  GENEROS  MAS  ABUNDANTES) 


Figure  6 


laria  dentro  de  escuelas  de  madera  en  el  área 
oeste  de  la  isla  (6). 

La  gran  incidencia  y abundancia  de  Asper- 
gillus en  casas  terreras  nos  hace  pensar  que  es 
un  género  que  se  desarrolla  mejor  dentro  de  las 
viviendas  que  fuera  de  éstas  a juzgar  por  el  déci- 
mo lugar  informado  por  Sorenson  y Bulmer  en 
1974  al  referirse  a la  atmósfera  de  San  Juan. 
En  cambio,  Alameda  (1975)  lo  encontró  en 
una  cuarta  posición  dentro  de  las  viviendas  ru- 
rales de  Puerto  Rico  y con  una  incidencia  de 
7 por  cada  10  ’viviendas  (7). 

Monilia  Sitophila  es  un  género  de  impor 
tanda  intermedia  reportada  por  Quintero( 8)  en 
P.  R.  alrededor-  de  las  centrales  azucareras  y 
donde  se  usa  la  cachaza  como  abono  del  terre- 
no (1964).  Fue  destacada  por  Bulmer  y So- 
renson en  1974  como  uno  de  los  géneros  inter- 
medios más  importantes  en  la  atmósfera  de 


San  Juan(5).  Dentro  de  las  viviendas,  nosotros 
encontramos  que  su  incidencia  es  ligeramente 
mayor  en  casas  de  madera  y similar  a la  atmós- 
fera en  casas  de  cemento.  Su  abundancia  es 
ligeramente  menor  dentro  de  las  viviendas  que 
en  la  atmósfera  excepto  en  las  casas  de  madera 
donde  su  abundancia  es  similar  a la  de  la  at- 
mósfera. 

Nuestro  estudio  de  hongos  dentro  de  las 
viviendas  coincide  con  otros  similares  en  Estados 
Unidos  pero  especialmente  con  el  de  Hirsch  y 
Sosman  que  destaca  la  presencia  de  Cladospo- 
rium,  Aspergillus  y Pennicillium  como  géneros 
dominantes  dentro  délas  viviendas(9).  Estos  auto- 
res, al  igual  que  nosotros,  no  subestiman  la  inci- 
dencia y frecuencia  intermedia  de  los  géneros 
Curvularia,  Fusarium  y Monilia.  Al  igual  que 
Pons-Belaval  y Roure(lO), nosotros  encontramos 
más  de  ur  docena  de  géneros  muy  variables 
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en  incidencia  y frecuencia  que  no  mencionamos 
por  presentar  cifras  poco  significativas. 
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PRIORIDADES  DE  SALUD  EN  PUERTO  RICO:  HACIA  UN 
REFINAMIENTO  DE  LOS  INSTRUMENTOS  DE  MEDICION 

Annette  B.  Ramírez  de  Arellano,  MCP,  MCHP 


Resumen:  Este  trabajo  utiliza  el  indicador 

denominado  “años  de  capacidad  potencial 
productiva”  (ACP)  para  establecer  la  impor- 
tancia relativa  de  las  principales  causas  de 
muerte  en  Puerto  Rico.  Utilizando  este  ín- 
dice para  otorgar  prioridades  entre  condicio- 
nes tiende  a destacar  la  importancia  de  aque- 
llas causas  que  impactan  prematuramente. 
El  cómputo  de  ACP  usando  los  datos  de  mor- 
talidad para  el  año  1977  realza  la  primacía  de 
los  accidentes  entre  las  diferentes  causas  de 
muerte.  De  hecho,  la  prevención  de  un  50 
por  ciento  de  las  muertes  causadas  por  acci- 
dentes, homicidios  y suicidios  (lo  cual  sería 
teóricamente  factible)  aumentaría  los  años  de 
vida  potencial  de  los  puertorriqueños  más  que 
la  erradicación  del  cáncer,  o que  la  elimina- 
ción de  las  enfermedades  del  corazón. 

Summary:  This  paper  uses  the  indicator  of 

Potential  Years  of  Life  Lost  (PYLL)  to  rank 
the  major  causes  of  death  in  Puerto  Rico.  Ap- 
plying the  PYLL  to  establish  priorities  among 
conditions  tends  to  stress  those  causes  that 
strike  prematurely.  A computation  of  PYLL 
using  1977  data  highlights  the  importance  of 
accidents  as  a major  cause  of  death.  Indeed, 
the  prevention  of  50  per  cent  of  all  deaths 
caused  by  accidents,  homicides,  and  suicides 
(which  is  theoretically  feasible)  would  save 
more  years  of  life  than  would  the  total  eradica- 
tion of  cancer  or  heart  disease. 

La  autora  po§ee  una  maestría  en  planificación  urbana 
de  la  Univerádad  de  Yale  y es  graduada  del:  Programa  de  Pla- 
nificación de  Servicios  de  Salud  de  la  Escuela  Graduada  de 
Salud  Pública  del  Recinto  de  Ciencias  Médicas,  Universidad 
de  Puerto  Rico.  Actualmente  sirve  de  consultora  en  el  área 
de  planificación  de  salud. 


Es  axiomático  que  cuando  los  recursos 
no  son  suficientes  para  cubrir  las  necesidades 
es  necesario  racionarlos,  asignándolos  hacia 
aquellas  áreas  que  merecen  atención  priori- 
taria. En  el  campo  de  la  salud,  al  igual  que  en 
prácticamente  cualquier  otra  esfera  del  que- 
hacer humano,  el  problema  estriba  en  definir 
las  prioridades.  Esto  a su  vez  requiere  establecer 
criterios  para  determinar  qué  áreas,  problemas, 
o grupos  poblacionales  requieren  atención  es- 
pecial. 

En  el  sector  salud,  muchas  veces  se  uti- 
lizan las  tasas  de  mortalidad  general  para  es- 
tablecer rangos  entre  distintas  condiciones. 
Así,  por  ejemplo,  se  dice  que  las  enfermedades 
cardíacas  constituyen  el  principal  problema  de 
salud,  ya  que  son  éstas  las  que  mayor  número 
de  muertes  causan.  Similarmente,  se  concluye 
que  las  enfermedades  cerebrovasculares  son 
más  importantes  que,  digamos,  los  accidentes, 
ya  que  éstos  últimos  causan  un  menor  número 
de  defunciones. 

Esta  forma  de  establecer  rangos  relativos 
entre  una  condición  y otra  resulta  fácil,  ya 
que  sólo  conlleva  extraer  los  datos  que  rutina- 
riamente se  recopilan,  tabulan  y publican  en 
el  Informe  Anua,  de  Estadísticas  Vitales  del 
Departamento  de  Salud.  Sin  embargo,  este  ti- 
po de  medición  tiene  varias  desventajas,  al- 
gunas de  las  cuales  son  inherentes  a las  tasas 
de  mortalidad  en  sí,  y otras  a su  utilización 
en  este  contexto. 1 

i 

La  limitación  principal  del  uso  de  la  tasa 
de  mortalidad  como  indicador  de  salud  es  que 
tiende  a disminuir  la  importancia  de  una  va- 
riedad de  condiciones  cuya  prevalencia  y se- 
veridad oon  altas^  pero  cuya  letalidad  es  baja. 
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Así,  por  ejemplo,  las  enfermedades  mentales 
y la  artritis  son  condiciones  incapacitantes 
que  pueden  afectar  a una  proporción  significa- 
tiva de  una  población  determinada,  pero  suelen 
permanecer  escondidas  por  no  ser  causa  di- 
recta de  muerte. 

Además  de  esta  falla  básica,  la  utilización 
de  las  tasas  de  mortalidad  para  establecer  la 
importancia  relativa  de  una  u otra  condición 
no  nos  dice  nada  sobre  qué  grupos  están  siendo 
diferencialmente  afectados  por  cada  condición. 
De  esta  forma,  todas  las  muertes  son  considera- 
das por  igual,  sean  éstas  prematuras  o no,  y 
una  muerte  por  arterioesclerosis  a los  80  años 
de  edad  “vale”  igual  que  una  por  un  acciden- 
te automovilístico  a los  25  años. 

Años  de  Capacidad  Potencial  Productiva 

Para  bregar  con  la  realidad  de  que  las 
diferentes  causas  de  muerte  afectan  diferen- 
cialmente a los  distintos  grupos  etarios,  existe 
un  indicador  de  mortalidad  más  refinado.  Este, 
desarrollado  por  el  Centro  de  Estudios  del 
Desarrollo  (CENDES)  de  Venezuela  y la  Or- 
ganización Panamericana  de  la  Salud,  se  de- 
nomina “años  de  capacidad  potencial  pro- 
ductiva” (ACP)  y va  dirigido  hacia  establecer 
qué  causas  etán  afectando  la  vida  productiva 
de  la  población,  destacando  aquellas  que  im- 
pactan prematuramente,  en  edades  en  que  se 
puede  asumir  que  la  victima  ha  perdido  años 
de  productividad  potencial. 

Este  indicador  provee  una  medición  de  la 
diferencia  entre  la  edad  en  que  murió  una  per- 
sona y el  promedio  de  años  que  hubiese  vivido 
de  no  haber  estado  expuesto  al  riesgo  de  esa 
muerte.  Así,  los  ACP  para  una  condición  o 
grupo  de  condiciones  o causas  representan  “el 
número  de  años-persona  de  que  dispone  una 
comunidad  en  conjunto,  utilizable  en  cual- 
quier tipo  de  actividad”  (1).  El  cálculo  de  los 
años  de  vida  potencial  perdidos  consiste  de  la 


sumatoria  del  número  de  muertes  en  cada  edad 
(o  grupo  de  edad)  específica  entre  los  1 y los 
70,  multiplicado  por  los  años  de  edad  restantes 
hasta  los  70  años  (2).  Así,  la  fórmula  para  cal- 
cular los  ACP  se  convierte  en : 

69 

¿L  a i d i 
i = 1 

donde  d j = número  de  muertes  entre  las 
edades  i e i + 1 

a j = años  de  vida  restantes  hasta  la 
edad  de  70  cuando  la  muerte 
ocurre  entre  las  edades  de 
i e i + 1,  ó 70  - (1  + .5) 

La  selección  del  período  de  años  entre  1 
y 70  merece  una  explicación  particular,  ya  que 
surge  la  siguiente  interrogante:  ¿por  qué  no 
contabilizar  los  años  de  vida  perdidos  desde 
el  momento  en  que  nace  el  individuo  (es  de- 
cir, a la  edad  cero)  y extenderlos  hasta  la  ex- 
pectativa de  vida  al  nacer  (en  Puerto  Rico,  73.5 
años)? 

La  contestación  a la  primera  parte  de  la 
pregunta  — o sea,  la  justificación  por  la  exclu- 
sión de  las  muertes  infantiles  — se  fundamenta 
en  dos  consideraciones.  En  primer  lugar,  la 
mayor  parte  de  las  muertes  infantiles  se  deben 
a causas  específicas  a este  período  de  vida,  y 
tienden  a tener  una  etiología  diferente  a las 
demás  causas  de  muerte  (3).  En  Puerto  Rico 
sabemos  que  las  causas  denominadas  “ciertas 
enfermedades  de  la  primera  infancia”  e “¡n- 
maturidad”  constituyen  cerca  de  un  55  por 
ciento  de  las  muertes  infantiles  registradas  en 
1977  (4).  Estas  son  causas  que  por  definición 
sólo  se  refieren  a este  grupo  de  edad,  y cuyo 
control  usualmente  requiere  intervenciones 
ambientales,  nutricionales  y educativas  más 
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TABLA  I 

Años  de  Capacidad  Productiva  Perdidos  entre  las  Edades  de  1 a 70  años,  Por  Causa 

PUERTO  RICO:  1977 


Causa  de  Muerte 

ACP 

Distribución  Porcentual 

Accidentes 

30,581.0 

23.7 

Cáncer 

23,534.0 

18.2 

Enfs.  del  Corazón 

22,289.5 

17.3 

Homicidios 

17,112.0 

13.3 

Cirrosis  Hepática 

9,782.0 

7.6 

Suicidios 

7,940.0 

6.2 

Neumonías 

7,792.5 

6.1 

Enfs.  Cerebrovasculares 

6,523.5 

5.1 

Diabetes  Mellitus 

2,542.5 

2.0 

A rterioesclerosis 

790.0 

.6 

ACP  TOTAL  POR  ESTAS  CA  USAS 

128,887.0 

100.0 

allá  de  los  tradicionales  servicios  de  salud. 

En  segundo  lugar,  la  inclusión  de  las 
muertes  infantiles  en  el  cómputo  de  ACP  equi- 
valdría a asignarle  a cada  una  de  estas  muertes 
una  pérdida  total  de  70  años  de  vida  poten- 
cial, duplicando  así  el  peso  asignado  a una  muer- 
te ocurrida  entre  las  edades  de  30  y 40.  Esta 
ponderación  se  considera  una  “sobrestima- 
ción  del  valor  que  le  otorga  la  sociedad  a este 
tipo  de  pérdida  a la  luz  del  hecho  de  que  la 
muerte  a una  edad  muy  temprana  es  frecuente- 
mente reemplazada  por  otro  nacimiento”  (5). 
Por  lo  tanto,  desde  el  punto  de  vista  social,  la 
mortalidad  infantil  se  considera  de  menor  im- 
pacto y trascendencia  que  la  mortalidad  de 


niños  mayores  y de  adultos  (6).  También  pue- 
de argumentarse  que,  en  términos  económicos, 
la  muerte  de  un  infante  representa  una  pér- 
dida menor  que  la  de  un  niño  o de  un  adulto, 
ya  que  la  sociedad  ha  hecho  una  mayor  inver- 
sión en  el  desarrollo  y la  preparación  de  estos 
últimos  (7). 

El  establecimiento  de  una  edad  límite 
(en  este  caso,  70  años)  resulta  algo  arbitrario. 
No  obstante,  la  selección  de  70  años  se  basa 
en  que  la  determinación  de  la  causa  especí- 
fica de  muerte  se  complica  en  las  edades  más 
avanzadas,  por  lo  cual  los  datos  de  mortalidad 
no  son  tan  confiables  para  esas  edades.  A la 
misma  vez,  el  uso  de  la  edad  de  65  años  como 
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TABLA  II 

Rangos  de  Causas  de  Muerte,  por  Indicador  Utilizado 

PUERTO  RICO:  1977 
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Causa  de  Muerte 

Tasa  de  Mortalidad 

ACP 

Enfs.  del  Corazón 

1 

3 

Cáncer 

2 

2 

Enfs.  Cerebrovasculares 

3 

8 

Accidentes 

4 

1 

Neumonías 

5 

7 

A rterioesclerosis 

6 

10 

Cirrosis  Hepática 

7 

5 

Diabetes  Mellitus 

8 

9 

Homicidios 

9 

4 

Suicidios 

10 

6 

límite,  según  aconsejan  varios  autores,  aparenta 
ser  demasiado  baja,  ya  que  una  alta  proporción 
de  la  población  continúa  produciendo  a esa 
edad  (8).  Esto  último  ha  sido  reconocido  en  los 
esfuerzos  por  extender  la  edad  del  retiro  com- 
pulsorio hasta  los  70  años. 

El  presente  trabajo  constituye  un  intento 
por  aplicar  esta  metodología  para  establecer 
prioridades  entre  causas  de  muerte  a la  pobla- 
ción de  Puerto  Rico.  Los  cómputos  se  basan 
en  las  estadísticas  vitales  para  1977,  el  último 
año  para  el  cual  están  disponibles. 

Hallazgos  Principales 

Como  ilustran  las  Tablas  I y II, 
nuación,  el  cálculo  de  los  años  de  capacidad 
productiva  perdidos  por  diversas  causas  des- 
taca la  importancia  de  los  accidentes  como 
causa  de  muerte  prematura.  Aunque  los  acci- 


dentes fueron  responsables  de  sólo  4.9  por 
ciento  de  todas  las  muertes  registradas  en 
Puerto  Rico  en  1977,  representan  23.7  por 
ciento  de  los  años  de  capacidad  perdidos  por 
las  primeras  diez  causas  de  muerte.  Similar- 
mente, el  uso  de  ACP  como  indicador  para 
establecer  prioridades  realza  la  importancia 
del  homicidio  y el  suicidio  como  factores 
que  están  impactando  negativamente  sobre  la 
capacidad  productiva  de  los  puertorriqueños. 
Estas  tres  causas  de  muerte  violenta  represen- 
tan conjuntamente  una  pérdida  total  de  55,633 
años  de  vida  potencial.  Una  reducción  de  un 
50  por  ciento  en  la  mortalidad  por  estas  tres 
causas  (lo  cual  sería  teóricamente  factible) 
aumentaría  los  años  de  vida  potencial  de  los 
puertorriqueños  más  que  la  erradicación  del 
cáncer,  o que  la  eliminación  de  las  enfermeda- 
des del  corazón. 

La  Tabla  II  demuestra  cómo  se  alteran 
los  rangos  relativos  de  las  primeras  causas  de 
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muerte  cuando  se  usa  el  índice  o la  tasa  ACP 
en  contraste  con  las  tasas  de  mortalidad  gene- 
ral. Con  excepción  del  cáncer,  el  cual  mantie- 
ne el  mismo  rango  independientemente  del 
indicador  utilizado,  todas  las  demás  causas 
modifican  su  rango.  Las  enfermedades  cere- 
brovasculares  y la  arterioesclerosis  sufren 
un  descenso  significativo,  reflejando  el  hecho 
de  que  estas  causas  son  selectivas  de  la  pobla- 
ción en  edades  avanzadas,  en  las  cuales  la  ca- 
pacidad potencial  necesariamente  se  reduce. 

Implicaciones  Para  la  Planificación 

Este  intento  por  aplicar  el  índice  ACP 
para  ponderar  las  principales  causas  de  muerte 
en  Puerto  Rico  realza  la  necesidad  de  definir 
claramente  los  objetivos  que  persigue  cualquier 
programa  de  salud.  Si  lo  que  se  quiere  es  evitar 
muertes,  entonces  las  tasas  de  mortalidad  ge- 
neral constituyen  el  indicador  de  preferencia 
en  el  establecimiento  de  prioridades.  Si,  por  el 
contrario,  la  meta  es  evitar  la  muerte  prematura 
(implicando  esto  el  deseo  no  sólo  de  añadir  años 
a la  vida,  sino  también  vida  a los  años),  el  ACP 
provee  un  mejor  indicador  de  las  áreas  que  ame- 
ritan atención  particular.  Vemos  así  que  cuando 
se  dice  que  x ó y condición  es  “el  más  impor- 
tante problema  de  salud  en  Puerto  Rico,”  cabe 
preguntar:  ¿en  términos  de  qué  criterio?  Cada 
indicador  o instrumento  tiende  a medir  diferen- 
tes cosas,  y es  necesario  verificar  que  realmente 
estamos  midiendo  lo  que  nos  proponemos 
medir. 

Por  otro  lado,  los  datos  presentados  ponen 
de  manifiesto  la  urgencia  de  programar  esfuerzos 
y asignar  recursos  hacia  aquellas  causas  que  tie- 
nen el  mayor  potencial  de  evitar  las  muertes 


prematuras.  Es  probable  que  lo  que  se  está  invir- 
tiendo para  reducir  accidentes  es  sólo  una  frac- 
ción de  lo  que  se  gasta  para  combatir  el  cáncer, 
o las  enfermedades  del  corazón;  sin  embargo,  el 
rendimiento  en  término  de  años  de  vida  pro- 
ductiva sería  mayor  si  los  recursos  se  canaliza- 
ran hacia  la  primera  de  estas  causas. 

Por  último,  los  hallazgos  de  este  ejercicio 
apuntan  hacia  la  relativa  ineficacia  de  las  inter- 
venciones estrictamente  médicas  en  la  prolonga- 
ción de  la  vida  útil.  Evaluadas  en  términos 
de  su  impacto  en  la  capacidad  productiva 
de  la  población,  nuestras  principales  causas 
de  muerte  tienen  un  alto  contenido  social. 
La  predominancia  de  las  muertes  violentas 
nos  obliga  a ir  más  allá  del  sector  de  los  ser- 
vicios de  salud  y aún  del  énfasis  actual  en  los 
estilos  de  vida,  para  cuestionar  nuestros  va- 
lores colectivos  y funcionamiento  como  so- 
ciedad. 
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the  severely  ill.  with  urine  volume  lessthan  one  liter/day, 
the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K+  levels  should 
be  determined  If  hyperkalemia  develops,  substitute  a 
thiazide  alone,  restrict  K+  intake  Associated  widened 
QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood.  Use  in  pregnancy  requires  weighing 
anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and 
triamterene  may  appear  in  breast  milk  If  their  use  is 
essential,  the  patient  should  stop  nursing  Adequate 
information  on  use  in  children  is  not  available 
Precautions:  Do  periodic  serum  electrolyte  determina- 
tions (particularly  important  in  patients  vomiting  exces- 
sively or  receiving  parenteral  fluids).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made 
especially  in  the  elderly,  diabetics  or  those  with  sus- 
pected or  confirmed  renal  insufficiency  Watch  for  signs 
of  impending  coma  in  severe  liver  disease  If  spiro- 
nolactone is  used  concomitantly,  determine  serum  K + 
frequently;  both  can  cause  K + retention  and  elevated 
serum  K+  Two  deaths  have  been  reported  with  such 
concomitant  therapy  (in  one,  recommended  dosage  was 
exceeded,  in  the  other  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic 
reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  throm- 
bocytopenia. agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  thiazides  Triamterene  is  a weak  folic 
acid  antagonist  Do  periodic  blood  studies  in  cirrhotics 
with  splenomegaly  Antihypertensive  effect  may  be 
enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients  The  following  may  occur: 
transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  hyperuricemia  and  gout,  digitalis 
intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide’  interferes 
with  fluorescent  measurement  of  quimdme 
Adverse  Reactions:  Muscle  cramps,  weakness,  dizzi- 
ness, headache,  dry  mouth,  anaphylaxis,  rash  urticaria 
photosensitivity,  purpura,  other  dermatological  condi- 
tions; nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances  Necrotizing  vasculitis 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  rarely 
allergic  pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  and  1000  capsules;  Single  Unit 
Packages  of  100  (intended  for  institutional  use  only) 
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...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects1. 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl 


" The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964. 

Merrell 


♦This  drug  has  been  classified  probably”  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets.  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  ol  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OREN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE. 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient;  unstable  cardiovascular  status  in  acute 
hemorrhage;  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug.  PRECAUTIONS.  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis.  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension. 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient’s  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia,  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia;  palpitations, 
mydriasis;  cydoplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia; nausea,  vomiting;  impotence;  suppression  of  lactation;  con- 
stipation: bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg.  capsule  and  syrup:  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg  Adults.  1 tablet  three  or  four 
times  daily  Bentyl  Injection.  Adults  2 m!  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot.  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing.  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholine*  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October.  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES. INC  . Swiftwater.  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY,  Decatur.  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati 
Ohio  45215,  U.S.A. 


Merrell 

MERRELL-NATIONAL  LABORATORIES 
Division  ol  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215.  USA 


Du  void 

(bethanechol  chloride) 

Tablets:  50mg,  25mg,  10  mg 

Indications:  Acute  postoperative  and  postpartum  non- 
obstructive (functional)  urinary  retention,  and  neu- 
rogenic atony  of  the  urinary  bladder  with  retention. 
Contraindications:  Bethanechol  chloride  is  contraindi- 
cated in  the  presence  of  mechanical  obstruction  of  the 
gastrointestinal  or  urinary  tracts,  or  in  conditions  where 
the  integrity  of  the  gastrointestinal  or  bladder  wall  is 
questionable.  Also,  it  is  contraindicated  in  spastic  gas- 
trointestinal disturbances,  peptic  ulcer,  acute  inflam- 
matory conditions  of  the  gastrointestinal  tract,  or 
peritonitis,  or  in  marked  vagotonia. 

Other  major  contraindications  to  the  use  of  bethane- 
chol chloride  are  latent  or  active  asthma,  pregnancy, 
hyperthyroidism,  and  coronary  occlusion.  Additional 
contraindications  are  bradycardia,  atrio-ventricular 
conduction  defects,  vasomotor  instability,  hypoten- 
sion, hypertension,  coronary  artery  disease,  epilepsy, 
and  parkinsonism. 

Precautions:  Special  care  and  consideration  are  re- 
quired when  bethanechol  chloride  is  administered  to 
patients  concomitantly  being  treated  with  other  drugs 
with  which  pharmacologic  interactions  may  occur.  Ex- 
amples of  drugs  with  potentials  for  such  interactions 
are:  quinidine  and  procainamide,  which  may  antagonize 
cholinergic  effects:  cholinergic  drugs,  particularly  cho- 
linesterase inhibitors,  where  additive  effects  may  occur. 
When  administered  to  patient?  receiving  ganglionic 
blocking  compounds  a critical  fall  in  blood  pressure 
may  occur  which  usually  is  preceded  by  severe  abdomi- 
nal symptoms. 

In  urinary  retention,  if  the  sphincter  fails  to  relax  as 
Duvoid  (bethanechol  chloride)  contracts  the  bladder, 
urine  may  be  forced  up  the  ureter  into  the  kidney  pelvis. 
If  there  is  bacteriuria,  this  may  cause  a reflux  infection. 
Adverse  Reactions:  Untoward  effects  are  usually  due  to 
overdosage  but  occur  infrequently  with  the  oral  admin- 
istration of  bethanechol  chloride.  Abdominal  discom- 
fort, salivation,  flushing  of  the  skin  (“hot  feeling’’), 
sweating,  nausea  and  vomiting  are  early  signs  of  over- 
dosage. Asthmatic  attacks , especially  in  asthmatic  indi- 
viduals, may  be  precipitated.  Substernal  pressure  or 
pain  may  occur,  however,  it  is  uncertain  whether  this  is 
due  to  bronchoconstriction,  or  spasm  of  the  esoph- 
agus. Myocardial  hypoxia  must  be  considered  if  a 
marked  fall  in  blood  pressure  occurs. 

Transient  syncope  with  cardiac  arrest,  transient  com- 
plete heart  block,  dyspnea,  and  orthostatic  hypotension 
may  be  associated  with  large  doses  Patients  with  hy- 
pertension may  react  to  the  drug  with  a precipitous  fall 
in  blood  pressure.  Short  periods  of  atrial  fibrillation 
have  been  observed  in  hyperthyroid  individuals  follow- 
ing the  administration  of  cholinergic  drugs.  Also,  invol- 
untary defecation  and  urinary  urgency  may  occur  after 
large  doses. 

Atropine  sulfate  is  a specific  antidote.  A dose  of  0.6 
mg-1.2  mg  (1/100  grain-1/50  grain),  for  intramuscular 
or  intravenous  administration  should  be  readily  avail- 
able to  counteract  severe  toxic  cardiovascular  or  bron- 
choconstrictor  responses  to  bethanechol  chloride. 
Dosage  and  Administration:  Dosage  must  be  individu- 
alized, dtpending  on  type  and  severity  of  the  conditions 
to  be  treated. 

The  usual  adult  oral  dose  is  administered  with  10-mg, 
25-mg,  and  50-mg  tablets  2,  3,  or  4 times  daily  up  to  a 
maximum  dosage  of  120  mg.  The  minimum  effective 
dose  is  determined  by  giving  10  mg  initially,  and  repeat- 
ing with  25  mg,  and  then  50  mg  at  six  hour  intervals, 
until  the  desired  response  is  obtained.  The  drug's 
effects  appear  within  60  to  90  minutes  and  persist  for  up 
to  six  hours.  Individual  doses  should,  therefore,  be 
spaced  at  least  six  hours  apart. 

How  Supplied:  Duvoid  (bethanechol  chloride)  is  avail- 
able in:  10-mg  pale  orange  tablets  (coded  “Eaton  045”), 
supplied  in  Unit-of-Use  bottles  of  100  and  unit  dose 
100's;  25-mg  white  tablets  (coded  "Eaton  046"),  sup- 
plied in  Unit-of-Use  bottles  of  lOO  and  unit  dose  100's; 
50-mg  tan  tablets  (coded  "Eaton  047”),  supplied  in 
Unit-of-Use  bottles  of  100  and  unit  dose  100's. 
References:  1.  Lapides  J.  et  al:  Further  observations  on  phar- 
macologic reactions  of  the  bladder.  J Urol  79:707,  1958  2. 
Kendall  AR,  Karafin  L:  Understanding  and  rehabilitating  the 
atonic  neurogenic  bladder.  Geriatrics  28:110,  1973.  3.  Diokno 
AC,  Koppenhoefer  R:  Bethanechol  chloride  in  neurogenic  blad- 
der dysfunction.  Urology  8:455. 1976  4.  Lapides  J:  Neurogenic 
bladder:  Principles  of  treatment.  Urol  Clin  North  Am  1:81, 1974. 
5.  Smith  DR:  The  neurogenic  bladder,  in  General  Urology . ed  9. 
Los  Altos,  Calif,  Lange  Medical  Publications,  1976,  p 315.  6. 
Bors  E,  Comarr  AE:  Disturbances  of  micturition,  in  Neurological 
Urology  Baltimore,  Md,  University  Park  Press,  1971,  p 215.  7. 
Lapides  J,  et  al:  Comparison  of  action  of  oral  and  parenteral 
bethanechol  chloride  upon  the  urinary  bladder.  Invest  Urol  1:94. 
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For  the  first  time  in  the  treatment  of  nonobstructive  urinary  retention... 

Norwich-Eaton  introduces 
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ets : 50mg,  25mg,  lQfng 


with  the  first  50 


Clinical  experience  suggests  that  oral  doses  of  50  mg 
of  bethanechol  chloride  may  be  necessary  to  achieve 
satisfactory  voiding  in  patients  with  nonobstructive 
urinary  retention.1'7 

Now  there’s  a 50-mg  tablet  to  provide  optimal 
bladder  response . . . Duvoid. 

The  50-mg  Duvoid  tablet  can  be  used  with  or  as 
an  alternative  to  catheterization.  It  may  also  be  used  in 
place  of  small  (2  mg)  doses  of  the  subcutaneous  form  of 
bethanechol  chloride.3'4 

And  one  50-mg  tablet  of  Duvoid  offers  60% 
greater  economy  for  your  patients  than  two  25-mg  tablets 
of  the  most  prescribed  brand  of  bethanechol  chloride.8 

Duvoid — with  the  first  50-mg  tablet — provides 
the  effectiveness  you  want  and  the  convenience  your 
patients  want. . . for  the  compliance  you  both  need. 


In  pediatric  infections 


Each  teaspoonful  VIV(5  ml)  contains: 

40  mg  trimethoprim  and  200  mg  sulfamethoxazole 

Suspension  B.I.D. 


Acute 

Otitis 

Media 


>/ 


where 

the  action  i& 


In  acute 
otitis  media 

Septra  Suspension  provides  effec- 
tive antibacterial  action  against 
susceptible  strains  of  H influenzae 
and  S pneumoniae  (D  pneumoniae), 
the  pathogens  most  likely  to  cause 
acute  otitis  media  in  children. 

Septra  Suspension  is  useful  in 
many  patients,  but  especially  in 
those  with  penicillin  allergy  or  with 
infections  caused  by  ampicillin- 
resistant  H influenzae.  Limited  clini- 
cal data  are  presently  available  on 
the  effectiveness  of  treatment  of 
acute  otitis  media  with  Septra  when 
the  infection  is  due  to  H influenzae 
resistant  to  ampicillin.  However,  [n 
vitro  data  is  highly  favorable;  when 
over  200  strains  of  ampicillin-resis- 
tant  H influenzae  were  tested,  all 
proved  susceptible  to  TMP/SMX.* 

And  unlike  most  other  antibac- 
terials for  the  treatment  of  acute 
otitis  media,  Septra  Suspension  is 
administered  on  a convenient  b.i.d. 
dosage  schedule.  The  cherry- 
flavored  suspension  is  well 
accepted  by  children. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  recurrent 
urinary  tract 
infections 


Septra  Suspension  provides  effec- 
tive antibacterial  action  in  urine  and 
blood  against  susceptible  strains  of 
E coh,  Klebsiella-Enterobacter  and 
Proteus.  Whether  the  infection 
centers  in  the  kidneys  or  bladder, 
Septra  Suspension  maintains  effec- 
tive levels  at  the  site  of  the  infection 
with  just  two  doses  a day. 

Adequate  fluid  intake  should  be 
maintained  and  frequent  urinalyses 
with  careful  microscopic  examina- 
tion performed  during  Septra  ther- 
apy. Septra  is  contraindicated  in 
infants  under  two  months  of  age. 

*ln  vitro  data  do  not  necessarily  correlate  with  clinical 
results.  Data  on  file,  Burroughs  Wellcome  Co. 

NOTE:  Septra  should  not  be  used  in  the  treatment  of 

streptococcal  pharyngitis. 

Please  see  prescribing  information  on  next  page. 


Septra  Suspension  B.I.D. 

Each  teaspoonful  (5  ml)  contains:  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole 

Septra’ DS  B.I.D. 

Each  tablet  contains:  160  mg  trimethoprim  and  800  mg  sulfamethoxazole 


Septra  DS  Tablets  Double  Strength 
Septra  Tablets 
Septra  Suspension 

INDICATIONS  AND  USAGE: 

URINARY  TRACT  INFECTIONS:  For  the  treatment  of  urinary  tract  infections 
due  to  susceptible  strains  of  the  following  organisms:  Escherichia  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  mor- 
ganii.  It  is  recommended  that  initial  episodes  of  uncomplicated  urinary 
tract  infections  be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination. 

NOTE:  Currently,  the  increasing  frequency  of  resistant  organisms  is  a 
limitation  of  the  usefulness  of  all  antibacterial  agents,  especially  in  the 
treatment  of  these  urinary  tract  infections. 

ACUTE  OTITIS  MEDIA:  For  the  treatment  of  acute  otitis  media  in  children 
due  to  susceptible  strains  of  Haemophilus  influenzae  or  Streptococcus 
pneumoniae  when  in  the  judgment  of  the  physician  Septra  offers  some 
advantage  over  the  use  of  other  antimicrobial  agents.  Limited  clinical 
information  is  presently  available  on  the  effectiveness  of  treatment  of  otitis 
media  with  Septra  when  the  infection  is  due  to  Haemophilus  influenzae 
resistant  to  ampicillin.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Septra  in  children  under  two  years  of  age.  Septra  is  not 
indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at 
any  age. 

SHIGELLOSIS  For  the  treatment  of  enteritis  caused  by  susceptible  strains 
of  Shigella  flexneri  and  Shigella  sonnei  when  antibacterial  therapy  is 
indicated. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS:  For  the  treatment  of  docu- 
mented Pneumocystis  carinii  pneumonitis.  To  date,  this  drug  has  been 
tested  only  in  patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy. 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides 
Pregnancy  and  during  the  nursing  period.  Infants  less  than  two  months  of 
age. 

WARNINGS:  SEPTRA  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF 
STREPTOCOCCAL  PHARYNGITIS. 

Clinical  studies  have  documented  that  patients  with  Group  A ft -hemolytic 
streptococcal  tonsillopharyngitis  have  a greater  incidence  of  bacteriologic 
failure  when  treated  with  Septra  than  do  those  patients  treated  with 
penicillin  as  evidenced  by  failure  to  eradicate  this  organism  from  the 
tonsillopharyngeal  area. 

Deaths  associated  with  administration  of  sulfonamides  have  been  reported 
from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  Experience  with  trimethoprim  alone  is  much  more  limited, 
but  occasional  interference  with  hematopoiesis  has  been  reported  as  well 
as  an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients 
on  certain  diuretics,  primarily  thiazides. 

Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious 
blood  disorders.  Frequent  CBCs  are  recommended;  therapy  should  be 
discontinued  if  a significant  reduction  in  the  count  of  any  formed  blood 
element  is  noted. 

PRECAUTIONS:  Use  with  caution  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemolysis  may 
occur  (frequently  dose-related).  During  therapy,  maintain  adequate  fluid 
intake  and  perform  frequent  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Since  Septra  may  prolong  prothrombin  time  in  patients  on  warfarin, 
coagulation  time  should  be  reassessed  when  Septra  is  given. 

ADVERSE  REACTIONS:  All  major  reactions  to  sulfonamides  and  trimetho- 
prim are  included,  even  if  not  reported  with  Septra.  Blood  Dyscrasias: 
Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia,  thrombopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypoprothrombinemia  and  methe- 
moglobinemia. Allergic  Reactions:  Erythema  multiforme,  Stevens-Johnson 


syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  Reactions:  Glossitis, 
stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. C.N.S.  Reactions:  Headache,  peripheral  neuritis,  mental  depres- 
sion, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy, 
fatigue,  muscle  weakness  and  nervousness.  Miscellaneous  Reactions: 
Drug  fever,  chills,  and  toxic  nephrosis  with  oliguria  and  anuria.  Periarteritis 
nodosa  and  L.  E.  phenomenon  have  occurred. 

Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (aceta- 
zolamide  and  the  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
cemia; cross-sensitivity  may  exist  with  these  agents.  In  rats,  long-term 
administration  of  sulfonamides  has  produced  thyroid  malignancies. 
DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants 
less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND 
CHILDREN  AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  The  usual  adult  dosage  for  the  treatment  of  urinary  tract  infections  is 
two  tablets  or  four  teaspoonfuls  (20  ml)  every  12  hours  for  10  to  14  days  An 
identical  daily  dosage  is  used  for  5 days  in  the  treatment  of  shigellosis. 
Children:  The  recommended  dose  for  children  with  urinary  tract  infections 
or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethox- 
azole per  24  hours,  given  in  two  divided  doses  every  12  hours  for  10  days.  An 
identical  daily  dosage  is  used  for  5 days  in  the  treatment  of  shigellosis.  The 
following  table  is  a guideline  for  the  attainment  of  this  dosage  using  Septra 
Tablets  or  Suspension. 


Children:  Two  months  of  age  or  older: 


Weight 

Dose  —everv  12  hours 

lb 

kg 

Teaspoonfuls 

Tablets 

22 

10 

1 ( 5 ml) 

Vi 

44 

20 

2 (10  ml) 

1 

66 

30 

3 (15  ml) 

1'/2 

88 

40 

4 (20  ml) 

2 (or  1 DS  tablet) 

For  patients  with  renal  impairment: 


Creatinine  Clearance 

Recommended 

(ml  /min) 

Dosage  Regimen 

Above  30 

Usual  Standard  Regimen 

Half  of  the  usual 

15-30 

dosage  regimen 

Below  15 

Use  Not  Recommended 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

The  recommended  dosage  for  patients  with  documented  Pneumocystis 
carinii  pneumonitis  is  20  mg/ kg  trimethoprim  and  100  mg/ kg  sulfamethox- 
azole per  24  hours  given  in  equally  divided  doses  every  6 hours  for  14  days. 
The  following  table  is  a guideline  for  the  attainment  of  this  dosage  in 
children. 


Weight 


Dose  —every  6 hours 


lb 

kg 

Teaspoonfuls 

Tablets 

18 

8 

1 ( 5 ml) 

Vi 

35 

16 

2 (l0  ml) 

1 

53 

24 

3 (15  ml) 

1 Vi 

70 

32 

4 (20  ml) 

2 (or  1 DS  tablet) 

HOW  SUPPLIED:  TABLETS,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  40, 100,  500  and  1000  tablets;  unit  dose  pack 
of  100. 

ORAL  SUSPENSION,  containing  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole  in  each  teaspoonful  (5  ml),  cherry  flavored— bot- 
tle of  450  ml.  Also  available  in  double  strength,  oval-shaped,  pink,  scored 
tablets  containing  160  mg  trimethoprim  and  800  mg  sulfameth- 
oxazole—Compliance"1  Pak  of  20,  bottle  of  60  and  unit  dose  pack  of  100 
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INTRODUCCION  DE  LA  VACUNA  DE  VIRUELA 
EN  EL  SUR  DE  PUERTO  RICO,  1804 

José  G.  Rigau  Pérez,  MD 


Abstracto:  Entre  enero  y marzo  de  1804  se 

llevó  la  vacuna  de  viruela  a las  poblaciones 
más  distantes  de  San  Juan.  Se  describen  aquí 
el  sistema  usado  y los  detalles  conocidos  del 
acontecimiento  en  Yabucoa,  Ponce  y otros 
pueblos. 

Abstract:  Between  January  and  March  1804, 
smallpox  vaccine  was  taken  to  the  towns  re- 
mote from  San  Juan.  The  system  used  and 
the  details  known  about  the  event  in  Yabucoa, 
Ponce  and  other  towns  are  described  here. 


En  un  artículo  publicado  en  este  Boletín 
en  1907,  Salvador  Brau  describió,  con  apasio- 
namiento y hasta  con  algunos  errores,  la  in- 
troducción de  la  vacuna  de  viruela  en  San 
Juan,  y por  lo  tanto,  Puerto  Rico  (1).  La  des- 
cripción de  la  manera  en  que  se  distribuyó 
la  vacuna  al  resto  de  la  Isla  abunda  en  detalles 
del  sistema  médico  de  la  época  y de  la  historia 
de  varios  pueblos. 

En  1798  Edward  Jenner  publicó  en  Lon- 
dres sus  observaciones  sobre  un  método  para 
prevenir  la  viruela  (2).  Se  inoculaba  a la  per- 
sona con  la  linfa  de  una  pústula  del  “cowpox” 
de  una  vaca  (de  ahí  “vacuna”).  Cuando  la  va- 
cuna formaba,  a su  vez,  una  pústula  en  el  brazo 
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del  paciente  a eso  de  los  ocho  días  de  vacuna- 
do, se  usaba  esa  linfa  para  inyectar  a otra  perso- 
na. Esta  vacunación  de  brazo  a brazo  era  la 
forma  más  eficaz,  aunque  difícil,  de  trasmitir 
y conservar  la  linfa.  Para  1803  la  vacuna  había 
llegado  a nuestra  vecina  isla  de  San  Tomás  y,  en- 
terado el  doctor  Francisco  Oiler  Ferrer  (abuelo 
del  pintor  Frasquito  Oiler  Cestero),  le  escribió 
a un  médico  conocido  suyo  que  se  la  enviara. 
Tras  varias  peripecias  Oiler  pudo  vacunar  con 
éxito  el  28  de  noviembre  de  1803.  Se  llevaron 
a cabo  vacunaciones  públicas  en  San  Juan  a 
partir  del  17  de  diciembre  de  1803,  suspen- 
diéndose el  9 de  febrero  siguiente,  en  defe- 
rencia a la  llegada  de  la  Real  Expedición  Fi- 
lantrópica de  la  Vacuna,  enviada  por  el  rey 
Carlos  IV  a difundir  el  beneficio  de  la  vacuna 
por  las  colonias  españolas.  Tras  un  período 
inicial  de  cortesías,  el  director  de  la  Expedi- 
ción, doctor  Francisco  Xavier  de  Balmis,  de- 
claró que  Oiler  era  un  inepto  y que  sus  vacu- 
naciones habían  sido  ineficaces.  Balmis  pro- 
clamó su  opinión  de  manera  tan  general  y 
violenta  que  no  sólo  se  ganó  la  enemistad 
de  Oiler  sino  también  la  del  gobernador  Ra- 
món de  Castro  y la  de  muchos  sanjuaneros 
que  participaron  del  asunto.  Aún  antes  de 
partir  la  Expedición  el  12  de  marzo  de  1804, 
empezaron  ambos  Oiler  y Castro  a elevar  me- 
moriales al  Rey,  quejándose  de  las  actuaciones 
del  doctor  Balmis  (3).  Estos  memoriales,  que 
querían  demostrar  lo  esforzado  y acertado 
de  las  actuaciones  de  sus  autores,  son  una 
fuente  abundante  de  datos  para  la  descrip- 
ción de  los  eventos  relacionados  con  la  intro- 
ducción de  la  vacuna  en  Puerto  Rico. 
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Y abucoa 

En  medio  de  las  discusiones  en  que  Bal- 
mis  aseguraba  al  Gobernador  que  las  vacuna- 
ciones hechas  por  011er  habían  sido  nulas  (y 
daba  el  ejemplo  de  un  muchachito  Sánchez, 
de  Yabucoa,  que  supuestamente  padeció  vi- 
ruelas después  de  haber  sido  vacunado)  (4). 
recibió  Castro  un  oficio  o carta  de  Bernardo 
Sánchez,  fechado  16  de  febrero  de  1804,  in- 
formando que  llevaba  22  días  vacunando  en 
Yabucoa,  según  él  mismo  había  pedido  al  Go- 
bernador. Solicitaba  Sánchez  permiso  para 
cobrar  4 reales  (equivalentes  a $1.50  de  hoy) 
a los  vecinos  pudientes  por  vacunarlos.  Con- 
tinuaría vacunando  gratis  a los  pobres,  pero 
esperaba  que  Castro  lo  recompensara  por  haber 
ido  a vacunarlos  a sus  hogares  aún  con  las  llu- 
vias e inundaciones  de  esa  temporada.  El  Go- 
bernador inmediatamente  ordenó  a Sánchez 
presentarse  con  su  hijo  ante  el  alcalde  de  segun- 
da elección  de  San  Juan,  Santiago  de  los  Ríos, 
para  declarar  si  el  muchacho  o alguno  de  los  va- 
cunados con  él  había  tenido  viruelas.  Luego  el 
niño  sería  examinado  por  dos  médicos. 

El  decreto,  dictado  el  6 de  marzo,  le  fue 
comunicado  a Sánchez  con  la  suficiente  pre- 
mura como  para  que  acudiera  a tiempo  al  in- 
terrogatorio, ordenado  para  el  día  10.  Ber- 
nardo Sánchez,  natural  de  Cija(sic),  avecindado  en 
el  partido  de  Las  Piedras,  casado,  de  43  años, 
declaró  que  por  ausencia  de  profesores  con 
título  en  la  región  de  su  residencia,  y dados 
los  conocimientos  que  adquirió  durante  su 
empleo  como  practicante  en  el  Real  Hospital 
Militar  de  San  Juan,  ejercía  como  Practicante 
de  Medicina  y Cirugía,  con  licencia  del  go- 
bierno. Estaba  en  el  partido-  de  Yabucoa  asis- 
tiendo al  párroco  en  cierta  indisposición  cuan- 
do, hallándose  extendida  la  viruela,  creyó 
acertado  detener  el  contagio  por  medio  de 
la  vacuna  de  que  antes  tenía  remotas  noticias 
y por  este  tiempo  propagaba  Oiler  en  San  Juan. 
Envió  Sánchez  a San  Juan  a su  hijo  legítimo 


José  “llamado  vulgarmente  Porrongo”;  Oiler 
le  vacunó  y la  vacuna  le  prendió  bien.  De  la 
pústula  de  la  vacunación  de  su  hijo  consiguió 
Sánchez  vacunar  a 305  personas,  conteniendo 
de  ese  modo  el  progreso  de  la  epidemia  de  vi- 
ruela en  el  pueblo.  Aún  así,  se  quejó  de  la 
“tibieza  e incredulidad”  de  la  mayor  parte 
de  la  población  ante  el  nuevo  método,  “a  pe- 
sar de  los  incesantes  estímulos  exhortativos 
del  cura”  (5).  (Según  Oiler,  siete  individuos 
no  vacunados  perecieron  en  el  brote.)  (6) 

Con  el  éxito  obtenido  en  sus  vacuna- 
ciones, y para  probar  fuera  de  toda  duda  la 
legitimidad  de  la  vacuna  propagada  por  Oiler, 
puso  Sánchez  en  la  cama  de  unos  variolosos 
por  media  hora  (y  el  Párroco  de  Yabucoa  fue 
testigo)  a un  niño  y una  niña  vacunados.  Nin- 
guno de  los  dos  desarrolló  la  más  leve  indis- 
posición. Tampoco  a Porrongo  ni  a un  alqui- 
lado (Manuel  Hernández),  ambos  vacunados 
en  San  Juan,  les  dio  viruela.  A uno  de  los  305 
vacunados  (José  Arroyo)  le  salió  falsa  vacuna 
(es  decir,  no  prendió  la  vacunación)  y,  conta- 
giado de  viruelas  en  la  epidemia,  “se  cubrió 
de  ellas”  (5). 

Porrongo  a su  vez  declaró  que  tenía  14 
años,  su  madre  era  María  Belén  de  Burgo,  que 
había  venido  a San  Juan  a vacunarse  por  dispo- 
sición de  su  padre  y que  no  firmaba  por  no 
saber  escribir.  Los  cirujanos  del  primer  y se- 
gundo batallón  del  Regimiento  Fijo  de  la  Pla- 
za, Juan  Castella  y José  Dorado  (respectiva- 
mente) lo  examinaron.  No  hallaron  huella  de 
viruela  en  su  cuerpo  y notaron  la  cicatriz  de  la 
vacuna  en  la  parte  media  lateral  del  brazo  iz- 
quierdo del  muchacho  (5). 

Los  documentos  no  dicen  si  Bernardo 
Sánchez  fue,  a fin  de  cuentas,  autorizado  a 
cobrarle  a los  ciudadanos  pudientes  por  el  ser- 
vicio que  les  hacía  de  vacunarlos. 

Otros  Pueblos 

Como  Yabucoa,  otros  pueblos  hicieron 
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arreglos  para  conseguir  la  vacuna.  Conocemos 
que  en  Aguadilla  se  estaba  vacunando  el  pri- 
mero de  febrero  porque  la  señora  María  Bus- 
tamante sometió  a la  operación  a su  hijo  de  diez 
años  y a dos  criaditas.  Se  embarcaron  para 
Cuba  al  día  siguiente  y,  sin  proponérselo,  lle- 
varon la  primera  linfa  vacunal  que  se  usó  en  La 
Habana  (7).  Para  asegurar  que  la  propagación 
se  continuara  en  la  forma  correcta,  Oiler  envió 
una  prolija  “Instrucción  al  Comisionado  de  lle- 
var la  vacuna  a la  Guadilla”  (sic)  fechada  el  7 
de  febrero  de  1804  (8). 

Para  distribuir  uniformemente  el  beneficio 
de  la  prevención  de  la  viruela  por  toda  la  Isla, 
el  gobernador  Ramón  de  Castro  organizó  un 
sistema  designando  un  pueblo  entre  cada  dos 
o tres  para  que  buscase  la  vacuna  en  la  capital 
y que  así  el  nuevo  descubrimiento  pasara  de 
las  villas  a las  poblaciones  menores.  El  cabildo 
de  cada  pueblo  designado  enviaría  “un  facul- 
tativo  con  dos  o tres  muchachos  hábiles 

para  que  se  vacunasen  aquí  [San  Juan]  y vol- 
viesen a sus  villas,  instruidos  los  facultativos 
en  el  método  de  vacunar  brazo  a brazo”.  Res- 
pondió primero  Aguada,  enviando  a su  facul- 
tativo, Cristóbal  de  Moya.  El  15  de  febrero 
llegaron  a San  Juan  el  teniente  a guerra  de 
Loíza,  Vicente  Fernández  Sanjurjo,  con  sus 
siete  hijos  y el  cirujano  José  Bernabé  Moreno, 
proponiéndose  llevar  la  vacuna  a Luquillo, 
Fajardo  y Trujillo  Alto  (9). 

La  instrucción  que  dio  Balmis  a los  facul- 
tativos del  país  fue  mínima.  A algunos  repartió 
copia  de  su  traducción  de  un  libro  francés  (Tra- 
tado histórico  y práctico  de  la  vacuna  de  J.  L. 
Moreau  de  la  Sarthe)  (10),  pero  sólo  dos  (Luis 
Raiffer  y Emigdio  Antique)  asistieron  a más 
de  una  de  sus  conferencias  (11).  Fue  Oiler  el 
que,  en  persona  o por  escrito,  entrenó  a la  ma- 
yoría de  los  vacunadores. 

Ponce 

José  Benitez  (teniente  a guerra  de  Ponce) 


envió  su  informe  al  Gobernador  de  Castro  con 
fecha  12  de  marzo  de  1804. 

“El  martes  7 de  marzo  regresó  a este 
puerto  real  la  goleta  Carmen,  de  San  Juan, 
con  el  físico  Don  Adulfo  Miguel  de  Ybio 
y los  jóvenes  y niños  que  llevó  a San  Juan 
a vacunar.”  (12) 

En  los  dos  días  siguientes  vacunó  Ybio  a 28  per- 
sonas. Tras  anunciarlo  al  pueblo  en  general, 
se  empezaron  a hacer  vacunaciones  públicas 
el  12  de  marzo,  domingo  (quizás  para  aprove- 
char que  los  habitantes  de  los  campos  bajaban 
al  pueblo).  La  sesión  de  ese  día  se  hizo  “en 
casa  del  difunto  Don  Tomás  Fernández,  una 
de  las  más  capaces  del  pueblo”,  “con  presencia 
del  Cura  y sus  Tenientes,  el  Comandante  de 
Cuartel,  el  Ministro  de  Marina  y muchas  per- 
sonas decentes  del  partido”.  Se  vacunaron  58 
personas  con  la  linfa  de  las  pústulas  de  los 
dos  últimos  jóvenes  que  había  vacunado  Oiler. 
Se  anunciaron  sesiones  para  el  viernes  y sábado 
siguientes,  con  fluido  de  los  vacunados  el  8 y 
9,  que  ya  tenían  buena  vacuna.  (12) 

Las  circunstancias  señalan  que,  aún  cuando 
Balmis  estaba  todavía  vacunando  en  San  Juan, 
los  ponceños  escogieron  vacunarse  con  Oiler. 
(Para  que  las  pústulas  pudieran  ser  usadas  desde 
el  8 de  marzo  en  Ponce,  tuvieron  que  ser  im- 
plantadas hacia  el  28  de  febrero,  pues  como 
ya  se  ha  dicho,  la  reacción  tarda  cerca  de  8 días 
en  madurar.  Balmis  y su  gente  vacunaron  473 
personas  entre  el  28  y 29  de  febrero,  sus  últimas 
sesiones  vacunales)  (11). 

Conclusión 

En  el  período  descrito  el  gobierno  super- 
visaba un  sistema  extenso  que  intentaba  pro- 
veer gratuitamente  las  primeras  necesidades 
de  salud  de  la  población.  Muchos  pueblos 
tenían  su  facultativo,  médico  o cirujano.  Para 
asistir  las  poblaciones  en  que  no  hubiera  fa- 
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cultativo,  se  asignaban  practicantes  de  ex- 
periencia comprobada.  (La  significación  del 
Real  Hospital  Militar  de  San  Juan  como  cen- 
tro de  educación  médica  es  evidente.)  La  obse- 
sión con  la  manera  gratuita  de  proveer  los  ser- 
vicios (aún  a los  pudientes)  demuestra  el  con- 
trol a que  estaba  sometida  la  práctica  de  la 
medicina  y se  basaba  quizás  en  el  miedo  a que 
se  cometieran  abusos  con  la  población  indigen- 
te. La  actitud  sobrevivió  hasta  hace  muy  pocos 
días,  resultando  en  beneficio  de  los  acomodados 
y privando  al  erario  público  de  la  remuneración 
debida. 

En  estos  acontecimientos  de  1804  se  ob- 
serva una  vida  pueblerina  de  gran  vitalidad  y 
en  comunicación  rápida  y frecuente  con  San 
Juan.  Como  ahora  los  alcaldes,  entonces  los 
tenientes  a guerra  tenían  gran  ingerencia  en  la 
organización  de  los  servicios  de  salud.  La  dis- 
tribución de  la  vacuna  en  San  Juan  y en  los 
pueblos  contó  con  el  respaldo  de  Iglesia,  Milicia 
y Sociedad,  como  se  nota  en  la  primera  vacu- 
nación pública  en  Ponce.  A pesar  de  ese  entu- 
siasmo inicial,  la  historia  de  las  epidemias  locales 
de  viruela  no  terminó  en  1804.  Es  asombrosa 
la  persistencia  de  los  problemas  relacionados 
con  la  vacunación  en  Puerto  Rico.  Los  obstácu- 
los a que  se  enfrentaron  los  primeros  vacuna- 
dores  existen  hoy.  La  tibieza  e incredulidad 
de  la  población  en  combinación  con  la  igno- 
rancia del  personal  médico  que  no  se  ha  man- 
tenido enterado  del  fundamento  científico 
y las  limitaciones  técnicas  de  los  métodos  de 
inmunización  producen  un  ambiente  en  el 
cual  logran  publicarse  sinrazones  contunden- 
tes como:  “Las  vacunaciones  son  frecuente- 
mente peores  que  las  enfermedades”  (cita  en 


The  San  Juan  Star,  3 de  diciembre  de  1978, 
p.  6).  La  posición  tolerante  y benevolente 
que  por  175  años  han  adoptado  las  institucio- 
nes de  salud  de  la  Isla  no  logró  ni  logrará  al- 
terar las  actitudes  que  obstaculizan  la  pro- 
tección inmunológica  de  los  susceptibles  en 
nuestro  pueblo.  Este  hallazgo  no  es  peculiar 
a Puerto  Rico,  sino  que  ha  ocurrido  en  todas 
partes.  Para  lograr  que  los  puertorriqueños 
tengan  los  niveles  de  inmunización  necesarios 
para  protegerlos  de  enfermedades  así  preve- 
nibles (y  erradicables,  como  se  erradicó  la 
viruela)  es  hora  de  adoptar  medidas  diferentes, 
enérgicas,  que  confronten  a cada  ciudadano 
con  la  importancia  de  la  situación  y con  su 
obligación  de  resolver  responsablemente  este 
problema. 
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Each  gram 
contains:  Aerosporin® 
(ftjlymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
b e),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
a 1 1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

IDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
t«  iic  therapy  when  indicated),  for  topical  infections, 
p nary  or  secondary,  due  to  susceptible  organisms,  as 
if  nfected  burns,  skin  grafts,  surgical  incisions,  otitis 
esrna;  primary  pyodermas  (impetigo,  ecthyma, 
s osis  vulgaris,  paronychia);  secondarily  infected 
d matoses  (eczema,  herpes,  and  seborrheic  derma- 
ti );  traumatic  lesions,  inflamed  or  suppurating  as  a 
Kjltof  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


ViOf'-'1 

secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


Temíate'® 

(diethylpropion  hydrochloride  NF) 

Tenuate  Dospan’ 

(diethylpropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ol  exogenous  obesity  as  a short-term  adjunct  (a  tew 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  be  discontinued.  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence:  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylpropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended.  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy:  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension.  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine  The  least  amount  feasible  should  be 
prescribed  or  dispensed  atone  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylpropion  hydrochloride  Central  Nervous 
System.  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting, abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema  Endocrine 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia. Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride): One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloride) controllea-release  One  75 mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness. tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panicstates.Fatigueand  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine®)  has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey.  Puerto  Rico  00633 
Direct  Medical  Inguiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  USA 
Licensor  of  Merrell* 
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Department.  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati.  Ohio  45215  2.  Hoekenga,  M.T.. 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight 


(diethylpropion  hydroc 

75  mg.  controlled-release  tablets 
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A useful  short-term  adjunct 

in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 

In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  "...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


Tenuale-it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page. 
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Important  data  on  the  pain  of  acute  cystitis: 

In  87%  of  patients 
studied  [303  of  349], 

Hzo  Gantanof  reduced 
pain  and/dr  burning 
within  24  hours* 

A controlled,  multicenter  study  assessed  the  efficacy  of 
Azo  Gantanol  in  relieving  pain  and/or  burning  associated  with 
acute  urinary  tract  infection  in 
patients  with  at  least  100,000 
colonies  per  ml  of  a sulfonamide- 
sensitive  organism,  usually  £.  coli. 

In  87%  of  patients  with  initial 
symptoms  rated  “moderate  to 
severe,”  Azo  Gantanol  therapy  re- 
sulted in  improvement  within  24 
hours.  a 
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Fast  pain  relief  plus  effective  antibacterial  action 

Hzo  Gantanol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

fop  fop 

the  pain  the  pathogens 


Before  prescribing,  please  consult  complete  prod 
uct  information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organism 
(usually  E.  coli,  Klebsiella-Aerobacter,  Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Can 
fully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  ad 
aminobenzoic  acid  to  follow-up  culture  media.  Tl 
increasing  frequency  of  resistant  organisms  limit 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  am 
during  nursing  period;  because  Azo  Gantanol  coi 
tains  phenazopyridine  hydrochloride  it  is  contrai: 
dicated  in  glomerulonephritis,  severe  hepatitis  ¡ 
uremia,  and  pyelonephritis  of  pregnancy  with  G I 
disturbances. 


Warnings:  Safety  during  pregnancy  not  establish 
Deaths  from  hypersensitivity  reactions,  agranuld 
tosis,  aplastic  anemia  and  other  blood  dyscrasiaj 
have  been  reported  and  early  clinical  signs  (sort 
throat,  fever,  pallor,  purpura  or  jaundice)  may  ir 
dicate  serious  blood  disorders.  Frequent  CBC  ar 
urinalysis  with  microscopic  examination  are  rec 
ommended  during  sulfonamide  therapy. 
Precautions:  Use  cautiously  in  patients  with  irm 
paired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  anq 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia 
leukopenia,  hemolytic  anemia,  purpura,  hypop 
thrombinemia  and  methemoglobinemia);  allerg 
reactions  (erythema  multiforme,  skin  eruptionsi 
Stevens- Johnson  syndrome,  epidermal  necrolyá 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbita  I 
edema,  conjunctival  and  scleral  injection,  phot 
sensitization,  arthralgia  and  allergic  myocardit* 
G.l.  reactions  (nausea,  emesis,  abdominal  paw) 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  C/VS  reactions  (headache,  periphe' 
neuritis,  mental  depression,  convulsions,  atax< 
hallucinations,  tinnitus,  vertigo  and  insomnia)! 
miscellaneous  reactions  (drug  fever,  chills,  toxj 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certa; 
chemical  similarities  with  some  goitrogens,  dij 
uretics  (acetazolamide.  thiazides)  and  oral  hyij 
glycemic  agents,  sulfonamides  have  caused  ra 
instances  of  goiter  production,  diuresis  and  hy 
glycemia.  Cross-sensitivity  with  these  agents  ij 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acutí 
painful  phase  of  urinary  tract  infections,  t/sual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 G 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  pers  ;; 
causes  other  than  infection  should  be  sought. i 
After  relief  of  pain  has  been  obtained,  continj 
treatment  with  Gantanol  (sulfamethoxazole)  H 


be  considered. 

NOTE:  Patients  should  be  told  that  the  orang 
dye  (phenazopyridine  HCI)  will  color  the  urine 
Supplied:  Tablets,  red,  film-coated,  each  con 
ing  0.5  Gm  sulfamethoxazole  and  100  mg 
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ADVANCES  IN  THE  TEACHING  OF  BASIC  SCIENCE  COURSES 
IN  OPHTHALMOLOGY  IN  LATIN  AMERICA:  THEIR  SUCCESS 
AND  PERSPECTIVES  FOR  THE  FUTURE 


INTRODUCTION 

Clinical  proficiency  can  only  be  acquired  by  handling  patients.  At  least  a three-year  residency 
in  ophthalmology  is  the  best  way  of  obtaining  a good  training  in  ophthalmology  after  the  student 
has  finished  four  years  of  medicine  and  one  year  of  internship. 

When  starting  the  residency  the  trainees  are  at  least  three  years  away  from  any  basic  science 
they  may  have  learned  in  medical  school,  and  in  three  years  much  may  be  forgotten.  To  review 
and  improve  the  knowledge  acquired  in  the  early  years  of  medical  school,  and  thus  enable  the  resi- 
dent to  profit  maximally  from  the  clinical  training  in  ophthalmology,  a course  in  the  basic  sciences 
should  be  given  him,  preferably  in  the  first  year  of  his  residency  (l,  2,  3). 

Such  a basic  science  course  should  include  anatomy,  physiology,  optics,  pharmacology,  bio- 
chemistry, embryology,  histology,  pathology,  microbiology,  neuroanatomy,  neurophthalmology, 
refraction,  ocular  motility,  biomicroscopy,  glaucoma,  external  diseases,  diseases  of  the  posterior 
pole,  basic  principles  in  surgery  and  basic  principles  of  new  techniques  for  the  diagnosis  and  treatment 
of  eye  diseases. 

That  courses  of  this  kind  successfully  fill  a widely  recognized  need  has  been  fully  proved  in 
the  United  States  of  America  by  the  many  basic  science  courses  of  long  standing  such  as  the  Lan- 
caster Course,  the  Harvard  Course,  and  those  of  the  University  of  Pennsylvania,  the  New  York  Uni- 
versity, and  the  Washington  University  in  Saint  Louis. 

BASIC  SCIENCE  COURSES  IN  LATIN  AMERICA 

During  the  years  of  the  Second  World  War,  and  shortly  after,  organized  residency  training  pro- 
grams were  established  in  Argentina,  Mexico,  Brazil,  and  Chile  (4).  Later,  other  Latin  American 
countries  also  began  systematic  training  in  ophthalmology,  but  there  are  still  about  five  countries 
that  lack  this  training. 

According  to  Grom,  (15)  Basic  Sciencies  Courses  are  now  given  in  Argentina,  Bolivia,  Brazil, 
Colombia,  Chile,  Ecuador,  Guatemala,  Mexico,  Perú,  Puerto  Rico,  and  Venezuela.  Most  of  these 
include  this  instruction  during  the  residency  training. 

As  far  as  I know,  there  are  only  three  courses  that  teach  the  basic  sciences  as  a concentrated, 
separate  and  continuous  course  of  lectures,  demonstrations  and  laboratory  work.  These  are  the  Jesus 
Rhode  Basic  Sciences  Course  of  Venezuela,  the  Andean  Course  of  Colombia  and  the  Basic  Course 
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of  Puerto  Rico.  These  courses  constitute  a major  advancement  in  the  teaching  of  the  Basic  Sciences 
in  Latin  America  since  they  offer  this  instruction  to  students  of  all  Latin  American  countries. 

The  Jesus  Rhode  Basic  Science  Course  in  Ophthalmology  (6)  is  sponsored  by  the  Departments 
of  Ophthalmology  of  the  hospitals:  Universitario,  Pérez  Carreño,  Vargas,  Carlos  J.  Bello,  and  San  Juan 
de  Dios  of  Caracas.  It  is  approved  by  the  Council  of  the  Universidad  Central  de  Venezuela.  The 
course  uas  projected  and  organized  by  the  Instituto  Nacional  Oftalmológico. 

This  course  is  given  in  Spanish  for  residents  in  ophthalmology  and  ophthalmologists  who  desire 
to  refresh  their  knowledge  of  selected  subjects.  It  was  inaugurated  in  March  1973.  By  November 
1977  five  courses  had  been  completed  and  111  Venezuelans  Physicians  had  participated.  The  course 
is  alos  open  to  foreign  doctors. 

It  lasts  16  weeks  of  which  approximately  420  hours  are  devoted  to  the  teaching  of  the  basic 
sciences  and  basic  principles  of  clinical  sciences  related  to  the  eye.  The  Staff  is  composed  mostly 
of  outstanding  local  ophthalmologists. 

The  Andean  Ophthalmology  Course  (7,  8,  9)  was  established  in  1972  by  a group  of  young 
Ophthalmologists  in  Medellin,  Colombia,  presided  by  Dr.  Carlos  Vera  Cristo  and  Dr.  Francisco  Váz- 
quez for  residents  and  practicing  ophthalmologists  from  the  Andean  Countries:  Colombia,  Ecuador, 
Venezuela,  Perú,  Bolivia  and  Chile. 

The  course  has  been  scheduled  for  every  two  years  and  consists  of  intensive  con  ferences  in  the 
basic  subjects  of  ophthalmology  for  five  weeks.  The  Staff  is  composed  of  distinguished  Ophthalmo- 
logy Professors  from  the  Andean  Countries.  It  is  jointly  sponsored  by  the  University  of  Antioquia 
and  the  Colombian  Society  of  Ophthalmology. 

In  January  1968  the  Basic  Course  in  Ophthalmology  for  Latin  American  students  and  the  first 
year  residents  of  the  Department  of  Ophthalmology  of  the  University  of  Puerto  Rico  School  of 
Medicine  was  inaugurated,  after  several  years  of  planning  by  a group  of  outstanding  Latin  American 
and  North  American  ophthalmologists  under  the  leadership  of  Dr.  Guillermo  Picó.  He  and  the  group 
of  prominent  educators  recognized  the  necessity  of  establishing  a Basic  Course  in  Ophthalmology  for 
Latin  America. 

The  first  course  was  given  from  January  to  May  1968.  Up  to  May  1978,  eleven  courses  have 
been  given,  taken  by  230  Latin  American  students  and  59  Puerto  Ricans,  that  is,  a total  of  289  stu- 
dents were  trained. 

The  Department  of  Ophthalmology  of  the  School  of  Medicine  of  the  University  of  Puerto  Rico 
with  the  cooperation  of  the  Pan  American  Association  of  Ophthalmology,  the  International  Eye 
Foundation,  the  National  Institute  of  Health,  and  Alcon  Laboratories,  offer  the  course  annually 
from  January  to  May. 

The  Pan  American  Association  of  Ophthalmology  with  the  collaboration  of  the  Professors 
of  Ophthalmology  and  Ophthalmological  Societies  from  Latin  American  Countries  select  the  can- 
didates and  submit  them  to  the  University  of  Puerto  Rico  for  final  approval. 

The  course  is  taught  in  Spanish;  simultaneous  translation  is  provided  for  English  speaking  pro- 
fessors. It  provides  about  600  hours  of  teaching  in  the  basic  sciences,  basics  of  clinical  sciences  and 
new  techniques  in  diagnosis  and-treatment  as  related  to  ophthalmology.  The  instruction  is  given  by 
thirty  l i siting  Professors  from  the  United  States  of  America  and  Latin  America  and  members  of  the 
Staff  of  the  School  of  Medicine  of  the  University  of  Puerto  Rico. 

I ellowships  for  the  Latin  American  residents  are  provided  by  the  International  Eye  Foundation 
and  Alcon  Laboratories,  Inc. 

I he  success  of  the  Venezuela,  Andean  and  Puerto  Rico  basic  courses  has  been  excellent  as  de- 
monstrated by  the  great  number  of  students  that  apply  for  admission  to  these  courses  every  year. 
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The  Puerto  Rico  course  aside  from  providing  a basic  knowledge  in  ophthalmology  for  the  stu- 
dents, also  serves  in  establishing  closer  professional  and  human  relations  between  the  countries  com- 
prising the  Western  Hemisphere. 

The  future  in  this  educational  endeavor  calls  for  an  expansion  of  the  facilities  for  accommodating 
more  students  and  the  development  of  additional  similar  courses  in  Latin  America. 


SUMMARY 

A description  of  the  Basic  Courses  in  Ophthalmology  that  are  given  in  Latin  America,  their  suc- 
cess, and  perspectives  for  the  future  are  presented. 

RESUMEN 

Se  presenta  una  descripción  de  los  Cursos  Básicos  en  Oftalmología  ofrecidos  en  Latinoamérica 
con  sus  éxitos  y perspectivas  para  el  futuro. 


Manuel  N.  Miranda,  MD. 
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occasionally  observed  at  lower  dosage  ranges.  Syncope  re- 
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able during  protracted  therapy.  Adverse  effects  reported  with 
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REACTIONS 
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(ibuprofen)  is  gastrointestinal  (4%  to  16%).  This  includes  nausea*,  epigastric  pain* 
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Causal  relationship  unknown 
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LA  GINECOMASTIA  ASOCIADA  AL  USO  DE 
LA  CIMETIDINA 

Stephen  J.  Winters,  MD,  James  L.  Banks,  AB  y D.  Lynn  Lo- 
riaux,  MD,  PLD  - Gastroenterology  76:  504,  1979. 

La  ginecomastía  asociada  al  uso  de  la  Cimetidina 
ha  sido  informada  ocasionalmente  desde  que  se  empezó 
a usar  esta  droga. 

Los  estudios  toxicológicos  iniciales  demostraron 
que  el  peso  de  la  próstata  y vesículas  seminales  disminu- 
yeron en  ratones  y perros  tratados  con  Cimetidina  su- 
giriendo la  existencia  de  actividad  antiadrogénica.  Los 
autores  estudiaron  los  efectos  sobre  la  función  endocrina 
en  ratas  tratadas  con  Cimetidina  y encontraron  que  esta 
droga  tiene  un  efecto  débil  antiandrogénico  sin  ser  un 
esteroide.  La  Cimetidina  no  probó  tener  efecto  agonísti- 
co hormonal  ni  tuvo  efecto  alguno  sobre  las  gonado- 
tropinas  séricas,  concentración  de  testosterona  o tamaño 
de  testículos  en  ratones  machos. 

Es  posible  que  la  Cimetidina  pueda  desplazar  a la 
testosterona  de  los  puntos  que  la  captan  resultando  en 
un  relativo  exceso  de  estrógenos  produciéndose  de  esta 
manera  la  ginecomastía.  La  cimetidina  no  tiene  bio-acti- 
vidad  estrógena  alguna  en  ratones  inmaduros  y no  se 
observó  por  los  autores  interreacción  entre  cimetidina  y 
sitios  captadores  de  estrógeno  en  el  útero  de  la  rata.  Es 
posible  que  la  cimetidina  pueda  producir  ginecomastía 
debido  a alteraciones  en  la  síntesis  o metabolismo  de 
andrógenos  y estrógenos  pero  estas  posibilidades  no  han 
sido  estudiadas  adecuadamente.  La  cimetidina  puede 
elevar  los  niveles  de  prolactina  plasmática  en  el  hombre 
debido  a su  propiedad  antiadrógena. 


ESPASMO  DE  LAS  ARTERIAS  CORONARIAS 
ASOCIADO  CON  FIBRILACION  VENTRICU 


LAR  EN  PACIENTES  CON  TIROTOXICOSIS 
OCULTA 

Amer  J.  Cardiol  43:  335,  1979 

Se  presenta  una  paciente  de  55  años  con  angina 
de  pecho  y fibrilación  ventricular  clínicamente  euti- 
roidea.  Arteriografía  coronaria  demostró  arterias  nor- 
males y espasmo  espontáneo  de  la  coronaria  derecha 
asociado  con  dolor  retrosternal  y elevación  transitoria 
del  segmento  ST  en  2,3  y AVF.  Subsiguientemente,  se 
encontraron  valores  elevados  de  T3  y T4.  Durante  la 
hospitalización,  los  episodios  de  angina  persistieron 
hasta  que  la  paciente  fue  tratada  con  Tapazole  e iodo 
radioactivo.  Los  autores  recomiendan  evaluación  de 
la  función  de  la  glándula  tiroidea  aún  en  ausencia  de 
evidencia  clínica  de  hipertiroidismo  en  pacientes  con 
angina  de  pecho  y coronarias  normales,  especialmente 
si  se  ha  documentado  espasmo  de  las  coronarias  y/o 
arritmias  ventriculares. 


ANALISIS  ECOCARDIOGRAFICO  DEL  TA 
MAÑO  DEL  ATRIO  IZQUIERDO  ANTES  Y 
DESPUES  DÉ  REEMPLAZO  DE  LA  VAL 
VULA  MITRAL 


Amer.  J.  Cardiol  43:  161,  1979 

Análisis  ecocardiográfico  del  diámetro  del  atrio 
izquierdo  en  39  pacientes  con  insuficiencia  o estenosis 
mitral  trece  meses  después  de  re-emplazo  de  la  válvula 
mitral,  demostró  que  en  25  pacientes  que  mejoraron 
clínicamente,  el  diámetro  del  atrio  izquierdo  disminu- 
yó 18  por  ciento.  En  14  pacientes  que  no  mejoraron 
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clínicamente  después  de  la  cirugía  no  hubo  cambio 
en  el  diámetro  del  atrio  izquierdo.  En  aquellos  donde 
no  hubo  disminución  en  el  tamaño  del  atrio  izquierdo, 
se  docuiyentó  presiones  pulmonares  aumentadas  e hi- 
pertensión atrial  izquierda  persistente.  Ecocardiogramas 
seriados  antes  y después  de  cirugía  son  de  gran  utili- 
dad en  la  evaluación  clínica  postoperatoria  en  pacientes 
con  reemplazo  de  válvula  mitral. 


STREPTOCOCCAL  PHARYNGITIS:  DIAGNO- 
SIS BY  GRAM  STAIN 


G.  Crawford,  etal  - University  of  Washington  and  the  U.  S.  Public 
Health  Service  Hospital;  Seattle,  Washington-  Ann  Int  Med  90: 
293-297  (March)  1979. 


Se  aislaron  49  (10.4  por  ciento)  sepas  de  estrepto- 
coco grupo  A-hemolítico  de  472  pacientes  con  faringitis. 
Se  prepararon  tinciones  de  gram  y se  evaluaron  por  un 
grupo  de  observadores  y se  concluyó  que  las  tinciones 
de  gram  fueron  positivas  en  más  del  70  por  ciento  de  los 
casos.  Estos  resultados  son  mejores  que  las  evaluaciones 
hechas  previamente  a base  de  síntomas,  hallazgos  clíni- 
cos y de  laboratorio.  Una  tinción  de  gram  del  exudado 
faríngeo  es  el  método  más  seguro  para  hacer  un  diagnós- 
tico temprano  de  faringitis  por  estreptococo. 


NEUROSURGERY  IN  THE  PEOPLE’S  REPU- 
BLIC OF  CHINA:  A BRIEF  COMMENTARY 


Nathan  Rifkinson,  MD  - - White,  Robert  J.,  MD,  Ph.  D.,  Surg. 
Neurol.,  Vol.  11,  March  1979. 


There  are  approximately  100  neurosurgeons  in 
all  of  China  (1/9  million  people)  (U.  S.,  1/100,000). 

No  formal  training  programs  are  offered,  but  a 
young  surgeon  just  “works  himself  in”  through  the 
years  with  staff  neurosurgeons.  Electroacupuncture 


with  I.V.  demerol  drip  is  used  in  most  neurosurgical 
procedures,  but  hypothermia  and  inhalation  anesthe- 
sia are  used  in  aneurysms. 

Soviet  influence  is  quite  obvious  in  the  hospital 
set-up.  However,  most  modern  instrumentation  is 
usually  lacking.  For  political  reasons,  herbal  medicine 
is  combined  with  more  modern  Western  techniques, 
but  with  the  present  political  stability,  tendency  to- 
wards Western  training  methods  are  sure  to  be  the 
trend. 


LONG  TERM  CHANGES  IN  MITRAL  VALVE 
AREA  AFTER  SUCCESSFUL  MITRAL  COM 
MISSUROTOMY 


Herger  J,  Wann  LS,  Weyman  AE,  Dillon  JC,  Figenbaum  H.  - 
Circulation  59:  443,  1979. 

En  este  estudio  se  analiza  por  cateterismo  y eco- 
cardiografía  el  resultado  de  comisurotomia  cerrada 
instrumentada.  Todos  los  pacientes  (18)  tuvieron  ca- 
teterismo cardíaco  antes  de  cirugía  y al  corto  tiempo 
luego  de  cirugía.  El  área  valvular  mitral  se  volvió  a me- 
dir un  promedio  de  12  años  luego  de  cirugía  por  eco- 
cardiografía  bidimensional  (17)  y cateterismo  (1). 
No  hubo  cambio  significativo  (re- es  ten  osis)  en  13  de 
los  18  pacientes  entre  el  estudio  post  op.  inmediato 
y el  estudio  a los  12  años  después  de  cirugía.  En  5 pa- 
cientes el  área  valvular  mitral  disminuyó  significativa- 
mente a los  12  años  de  cirugía.  La  severidad  de  sínto- 
mas tardíos  (12  años)  correlaciona  con  la  severidad  de 
la  re-estenosis  pero  no  sirve  para  predecir  ésta.  Comi- 
surotomia mitral  cerrada  instrumental  es  un  método 
efectivo  de  mejorar  obstrucción  de  válvula  mitral  con 
aumento  substancial  en  el  área  valvular  mitral  que  se 
mantiene  a largo  tiempo. 


A REAPPRAISAL  OF  THE  RESULTS  STOP 
PING  THERAPY  IN  CHILDHOOD  LEUKEMIA 
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Stephen  L.  George  et  al  - New  England  Journal  of  Medicine  300: 
269  - February  8,  1979 

The  group  from  St.  Jude  Children  Research  Hos- 
pital reports  their  results  of  stopping  chemotherapy  in 
639  patients  with  Acute  Lymphatic  Leukemia,  who  re- 
ceived “total  therapy”  for  the  disease.  Two  hundred  and 
seventy-eight  (278-  44  percent),  had  all  treatment  stop- 
ped after  2-1/2  years  of  complete  remission.  Fifty  five 
(55),  of  these  patients  relapsed  most  in  the  first  year. 
None  of  79  patients  who  were  in  full  remission  for  4 
years  relapsed.  In  summary,  one  third  of  patients  with 
the  condition  can  be  cured. 


THE  ROLE  OF  CIS  PLATINUM  IN  SOLID  TU 
MOR  THERAPY 


Lawrence  H.  Einhorn  and  Stephen  D.  Williams  - New  England 
Journal  of  Medicine  300:  289  - February  8,  1979. 

Cis-Platinum,  a heavy  metal  compound,  has  been 
found  very  effective  in  the  treatment  of  testicular 
cancer,  bladder  cancer  and  head-and-neck  cancer.  Some 
benefit  in  ovarian  cancer,  carcinoma  of  the  cervix  and 


ostrosarcoma  is  also  present. 

The  compound  has  limiting  renal  toxicity.  Neuro- 
toxicity, modest  myelosuppression,  nausea  and  vomiting 
are  other  side  effects.  The  compound  mode  of  action 
is  unclear,  but  suggests  an  effect  similar  to  the  alky- 
lating agents  by  crosslinking,  DNA. 

GUIDELINES  FOR  THE  MANAGEMENT  OF 
TRANSIENT  ISCHEMIC  ATTACKS 

Nathan  Rifkinson,  MD  - 

Nathan  Rifkinson,  MD  - Drs.  Sandok,  Furlon,  Whisnant,  Sundt 
-Mayo  Clin.  Proc.  53:  665-674,  1978. 

TIA,  which  at  first  causes  temporal  focal 
neurological  signs,  is  currently  thought  to  be  due  to 
embolization  of  platelettes,  fibrin  or  atheromatous 
debris  from  an  atherosclerotic  plaque.  Anti— platelet, 
anti-fibrin  therapy  and  surgery  of  the  carotid  and 
basilar  - vertebral  systems,  including  extracranial  - 
intracranial  anastomosis,  are  discussed  with  their  re- 
lative values  of  effectiveness.  Brain  tumor,  migraine, 
focal  epilepsy,  hypoglycemia,  labyrinthine  disturban- 
ces, may  also  produce  temporary  neurological  distur- 
bances simulating  TIA  and  must  be  considered  in  the 
differential  diagnosis. 


NOTICIAS 


AMA  NEWS: 

AMA  MODEL  LEGISLATION  SPURS  SUPPLY  OF 
GROWTH  HORMONE 

CHICAGO  — There  are  some  10,000  children 
in  the  United  States  today  in  urgent  need  of  human 
growth  hormone  to  insure  proper  growth.  But  there 
isnow  in  the  U.  S.  only  enough  of  the  hormone  to 
supply  1,400  of  these  children. 

Since  there  are  no  synthetic  growth  hormones 
and  animal  hormones  do  not  work  in  humans,  the 
human  pituitary  gjand  is  the  only  source  of  growth 
hormones  for  humans. 

As  a part  of  the  nationwide  effort  to  overcome 
the  shortage  of  growth  hormone  — an  extract  of  the 
pituitary  gland  — the  American  Medical  Association 
this  spring  has  prepared  model  state  legislation  to  speed 
retrieval  of  the  glands  during  autopsy. 

Through  a program  sponsored  by  the  National 
Institute  of  Arthritis,  Metabolism  and  Digestive  Diseases 
and  administered  by  the  National  Pituitary  Agency, 
human  growth  hormone  is  supplied  free  of  charge  to 
physicians  for  use  with  hypopituitary  dwarfs  and  other 
children  with  growth  problems. 

In  recent  years,  however,  the  number  of  children 
needing  the  hormone  has  expanded  while  the  number 
of  available  pituitary  glands  has  declined. 

The  AMA  model  bill,  transmitted  to  state  medical 
societies  for  presentation  to  state  legislatures,  would 
provide  a procedure  to  facilitate  the  retrieval  of  pitui- 
taries.  The  bill  would  help  alleviate  the  shortage  of 
available  glands  by  giving  the  medical  examiner,  perfor- 
ming an  autopsy  required  by  law,  implied  consent  to 
remove  the  pituitary  and  retain  it  for  medical  purposes. 
The  decedent  or  next-of-kin  can  prevent  retrieval  by 
directing  otherwise. 

Statures  with  provisions  similar  to  those  in  the 
AMA  model  bill  have  been  enacted  in  seven  states: 
Florida,  Hawaii,  Kansas,  Missouri,  Ohio,  Oregon  and 


Washington. 

The  bill  was  approved  by  the  AMA  Board  of 
Trustees  in  February. 


AMERICANS  TRAINED  IN  MEDICINE  ABROAD 
COPE  SUCCESSFULL  Y IN  U.  S. 

CHICAGO  — Americans  who  study  medicine 
abroad  and  then  successfully  complete  a year  of  su- 
pervised clinical  training  in  a U.  S.  hospital  compare 
favorably  with  their  American  counterpart  physicians 
who  studied  in  U.  S.  or  Canadian  medical  schools. 

This  is  the  finding  of  a study  published  in  the  Feb. 
16  Journal  of  the  American  Medical  Association.  Drs. 
Fred  Rosner  and  James  E.  Mulvihill  of  the  University 
of  New  York  at  Stony  Brook  studied  performance  re- 
cords of  140  students  who  went  abroad  for  medical 
study. 

College  grades  and  medical  college  admission 
test  scores  of  the  group  were  not  sufficiently  high  to 
have  allowed  admission  to  an  American  medical  school, 
Dr.  Rosner  says.  But  the  students  for  the  most  part 
held  their  own  during  their  year  of  on-the-job  training 
as  new  doctors. 

Seventy  per  cent  of  the  graduates  were  said  to 
be  as  good  or  better  than  house  staff  performance  in 
general. 

Do  written  examinations  really  provide  a valid 
assessment  of  a physician’s  quality?  Dr.  Rosner  asks. 
He  answers  his  own  query  with  the  reply  that  tests 
for  basic  knowledge  and  skills  are  an  important,  but 
incomplete,  means  of  evaluating  a physician’s  compe- 
tence. 

“We  believe  that  the  bedside  assessment  of  the 
skills,  compassion  motivation,  enthusiasm  and  other 
personality  traits  of  a physician  in  training  is  as  im- 
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portant  as  an  evaluation  of  academic  ability  measured 
on  written  examinations.” 

The  patient’s  youth  and  good  physical  condition 
sustained  him  for  some  time,  but  his  condition  finally 
deteriorated  to  such  a precarious  state  that  surgery 
was  necessary. 

Dr.  Croyle  concludes: 

“Athletes  must  avoid  rapid  weight  loss  before 
competition.” 

And,  to  make  matters  even  worse,  he  was  de- 
feated in  his  match  by  an  opponent  he  had  handily 
beaten  before.  In  weakened  condition,  his  strength 
and  skill  were  drastically  reduced. 


SCHOOLBOY  WRESTLER  SUFFERS  FROM  TOO 
RAPID  WEIGHT  LOSS 

CHICAGO  — Sports  medicine  experts  have  long 
been  aware  of  potential  health  hazards  to  the  school- 
boy boxer  or  wrestler  who  must  “make  the  weight” 
for  a match  by  losing  pounds  rapidly. 

The  contestant  who  has  grown  several  pounds 
above  his  weight  class  must  either  lose  the  extra  weight 
or  compete  in  the  next  higher  class  with  athletes  who 
may  be  considerably  larger. 

Sweating  is  the  most  prevalent  means,  and  food 
and  fluid  restriction  are  used.  Diuretics  to  rid  the  body 
of  fluids  by  excessive  urination  also  are  utilized.  Several 
important  changes  occur  in  the  body.  There  is  a decrease 
in  muscle  strength,  plasma  volume,  heart  output,  blood 
flow  through  the  kidneys  and  other  body  functions. 

The  athlete  may  suffer  fever,  nausea,  weakness, 
and  most  likely  will  not  perform  at  his  maximum  capa- 
bility. Usually  the  physical  damage  is  not  permanent  and 
body  strength  is  restored  with  the  regaining  of  the 
pounds. 

But  sometimes  there  are  more  serious,  even  life- 
threatening  hazards. 

Philip  H.  Croyle,  MD,  of  St.  Joseph  Hospital, 
Denver,  and  colleagues  report  in  the  Feb.  23  Journal 
of  the  American  Medical  Association  on  a 16-year-old 


high  school  wrestler  who  suffered  a massive  blood  clot 
in  the  lung  as  a result  of  excessive  rapid  weight  loss. 
Bypass  chest  surgery  saved  his  life. 

The  athlete,  who  weighed  109  pounds,  under- 
went rapid  dehydration  twice  in  one  week,  losing 
a total  of  13  pounds,  or  12  per  cent  of  his  entire  body 
weight.  This  brought  on  a condition  in  which  a minor 
bruise  suffered  during  the  wrestling  bout  triggered  a 
sizeable  blood  clot.  The  clot  blocked  a lung.  Postopera- 
tive recovery  was  smooth  and  the  wrestler  was  well  18 
months  later,  Dr.  Croyle  says. 


A UTO  SEA  T BEL T CA  USES  STOMACH  PAIN 

CHICAGO  — Seat  belts  are  a great  protector  of 
life  and  limb  for  automobile  riders.  But  sometimes 
they  can  give  you  a pain  in  the  stomach. 

Dr.  David  M.  Klurfeld  of  the  Wistar  Institute 
of  Anatomy  and  Biology  in  Philadelphia  writes  in  the 
Feb.  23  Journal  of  the  American  Medical  Association 
of  experiencing  a sharp  pain  in  the  lower  right  abdo- 
minal area.  Examination  had  ruled  out  hernia  and 
appendicitis  when  Dr.  Klurfeld  himself  discovered 
his  problem. 

He  recently  had  installed  in  his  auto  a new  seat 
belt  ot  the  one-piece  lap-shoulder  design.  On  the  belt 
is  a rectangular  plastic  slide  that  can  be  used  to  position 
the  metal  tongue-plate  fasteners.  The  slide  was  pressing 
sharply  on  his  right  side.  The  trouble  showed  up  onlv  in 
cold  weather  when  Dr.  Klurfeld  was  wearing  a heavy 
coat.  In  lighter  clothing  the  pressure  w as  mild. 

Moving  the  plastic  slide  cured  the  stomach  ache, 
Dr.  Klurfeld  reports. 


DRUG  FOUND  EFFECTIVE  AGAINST  RUSSIAN 
FLU 

CHICAGO  — A drug  that  already  has  proved 
somewhat  effective  against  Asian  flu  also  works  against 
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Russian  flu,  savs  a research  report  in  the  March  9 Jour- 
nal of  the  American  Medical  Association. 

The  drug  is  amantadine  hydrochloride  — trade 
name,  Symmetrel.  It  was  licensed  in  1966  for  use 
against  Asian  flu.  However,  the  drug  has  been  contro- 
versial and  the  debate  about  its  utility  has  continued 
to  present,  says  Arnold  S.  Monto,  M.  D.,  of  the  Uni- 
versitv  of  Michigan  School  of  Public  Health,  Ann  Arbor, 
and  colleagues. 

Dr.  Monto  describes  a test  conducted  through 
the  Student  Health  Service  of  the  University  of  Michi- 
gan involving  286  participants.  Some  received  Symme- 
trel, others  placebo.  The  trial  lasted  seven  weeks. 

The  drug  was  70.7  per  cent  effective  in  preventing 
Russian  flu,  he  declares.  Side  effects  all  were  mild. 

“The  current  trial  demonstrates  that  amanta- 
dine can  be  of  practical  value  in  certain  situations. 
The  drug  could  be  administered  safely  over  the  full 
period  of  an  influenza  outbreak.  Amantadine  should 
clearly  be  considered  for  use  when  a vaccine  is  not 
available  or  has  not  been  given  to  susceptible  popu- 
lations before  the  start  of  an  outbreak,”  Dr.  Monto 
says. 


INDOOR  GUN  TARGET  RANGES  CAN  CAUSE 
LEAD  POISONING 

CHICAGO  — Firearms  instructors  on  indoor 
target  ranges  are  subject  to  lead  poisoning  from  the  fly- 
ing microscopic  fragments  of  lead  in  the  air,  says  a re- 
search report  in  the  March  16  Journal  of  the  American 
Medical  Association. 

Alf  Fischbein,  MD,  of  the  Environmental  Sciences 
Laboratory,  Mount  Sinai  Medical  Center,  New  York 
City,  reports  on  a study  of  81  individuals  working  in 
indoor  police  target  ranges  in  the  New  York  metropo- 
litan area. 

Many  of  the  instructors  displayed  physical  symp- 
toms of  lead  poisoning,  and  many  showed  blood  levels 
of  lead  that  were  considered  too  high  for  good  health, 
Dr.  Fischbein  says. 

The  lead  gets  into  the  air  in  the  firing  ranges  by 
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friction  of  the  bullets  against  the  gun  barrel  and  by 
fragmentation  of  lead-containing  bullets  striking  the 
target  or  backstop.  If  the  ventilating  fans  aren’t  pulling 
the  air  out  quickly  enough,  the  lead  builds  up  in  the 
air.  Air  lead  concentrations  of  up  to  4.5  times  the  cur- 
rent government  safety  standard  were  found  in  the  tar- 
get ranges,  he  says. 

Central  nervous  system  symptoms  of  the  instruc- 
tors included  headache,  dizziness,  fatigue,  weakness, 
hyperirritability  and  insomnia.  Gastrointestinal  symp- 
toms included  loss  of  appetite,  weight  loss  and  sto- 
mach pain. 

Dr.  Fischbein  urged  supervisors  of  indoor  target 
ranges  to  be  aware  of  the  potential  of  too  much  lead 
in  the  air,  and  to  make  certain  that  the  range  is  pro- 
perly ventilated.  One  standard  requires  that  170  cubic 
meters  of  air  should  be  exhausted  from  the  range  each 
minute,  which  requires  a large  suction  fan,  or  fans. 

Others  participating  in  the  study  included  Irving 
Selikoff,  MD,  of  the  same  Environmental  Sciences  La- 
boratory, and  Clarence  G.  Robinson,  MD,  chief  police 
surgeon  of  the  New  York  City  Police  Department. 


FROM  THE  AMERICAN  ACADEMY  OF  PEDIA  TRICS 

SICKLE  CELL  DISEASE  FOUND  IN  WHITE  CHIL- 
DREN 

EVANSTON,  IL.  — Two  cases  of  sickle  cell  ane- 
mia in  American  white  children  have  been  reported 
at  Children’s  Memorial  Hospital  in  Chicago,  according 
to  a recent  report  in  Pediatrics,  the  scientific  journal 
of  the  American  Academy  of  Pediatrics. 

Commonly  thought  of  as  a disorder  occurring 
only  in  blacks,  researchers  from  the  hospital  believe 
the  two  patients  represent  the  only  fully  documented 
cases  of  the  disease  in  white  Americans. 

The  presence  of  sickle  cell  anemia  in  a fair  skin- 
ned, blue  eyed,  blond  three  year-old  girl,  led  the  re- 
searchers to  do  further  studies  with  other  members 
of  her  l.unily.  Both  parents,  of  Sicilian  descent,  as 
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well  as  two  of  the  girl’s  siblings  were  found  to  carry 
the  sickle  cell  trail.  The  parents  knew  of  no  history 
of  the  disease  in  the  family. 

The  second  case  involved  a 10-year  old  white 
girl  who  was  adopted  at  the  age  of  5 days,  and  no  in- 
formation was  available  on  her  parents.  Special  stu- 
dies were  undertaken  to  confirm  the  presence  of  sickle 
cell  anemia. 

The  researchers  noted  that  other  cases  of  sickle 
cell  disease  in  fair  skinned  individuals  have  been  re- 
ported in  the  Middle  East,  India  and  from  Mediterra- 
nean countries,  suggesting  that  sickle  cell  anemia  in 
nonblack  populations  is  not  as  uncommon  as  has  ge- 
nerally been  believed. 

A survey  was  cited  in  which  four  examples  of 
sickle  cell  trait  were  found  among  7,006  American 
white  newborns,  representing  an  incidence  of  0.06 
percent,  and  a similar  incidence  was  found  in  a study 
of  5,000  white  male  military  recruits. 

“It  seems  apparent  that  the  occurrence  of  sickle 
cell  anemia  in  white  American  children  is  uncommon,” 
said  the  researchers.  “However,  when  tests  reveal  the 
possibility  of  the  disease,  a thorough  examination 
is  warranted  to  assure  the  correct  diagnosis.”  they  con- 
cluded. 

Authors  of  the  report  are:  Peter  A.  Noronha, 
M.D.,  and  George  R.  Honig,  MD,  PhD. 


AMERICAN  COLLEGE  OF  CARDIOLOGY  - EX- 
TRAMURAL PROGRAMS 

June  8-10  Cardiac  Auscultation  Workshops,  Niagara 
Falls,  N.  Y. 

June  21-23  Medical  and  Surgical  Management  of  Co- 
ronary Artery  Disease,  Seattle,  Wash. 

June  21-23  Echocardiography:  Fundamentals  and  New 
Developments  in  Cardiac  Ultrasound,  San 
Diego,  Calif. 

Aug.25-27  Tutorials  in  the  Tetons:  Cardiac  Emergen- 
cies (Fifth  Annual),  Moran,  Wyo. 


FROM  THE  MEDICAL  ECONOMICS  COMPANY  - 
A Division  of  Litton  Industries,  Inc.,  Oradell,  N.  J. 

BOOK  REVIEW  - HUMAN  DISEASE  IN  COLOR 
by  Chandler  Smith,  MD,  320  pages,  6*’  x 9 1/41’; 
illustrated.  Introductory  price:  $24.95.  Medical 
Economics  Book  Division,  Box  554,  Oradell,  N.  J. 
07649.  Publication  date:  February,  1979. 

HUMAN  DISEASE  IN  COLOR,  a new  book 
from  Medical  Economics  Book  Division,  contains 
more  than  500  full-color  photographs  illustrating  140 
clinical  case  histories.  Included  are  the  principal  di- 
seases of  the  major  anatomical  systems— cardiovascu- 
lar, respiratory,  digestive,  genitourinary,  lymphopoie- 
tic, endocrine,  and  craniospinal. 

HUMAN  DISEASE  IN  COLOR  is  not  only  an 
extraordinary  reference  and  a diagnostic  aid  for  prac- 
ticing physicians,  it  also  covers  the  core  of  informa- 
tion all  medical  students  should  have. 

HUMAN  DISEASE  IN  COLOR  will  encourage 
further  study  and  improve  understanding  for  medical 
and  nursing  students,  pathology  residents,  anatomists, 
physiologists,  and  biologists,  and  will  be  a valuable 
asset  for  physicians  and  medical  instructors.  It  should 
be  included  in  the  literature  of  medical  schools  and 
laboratories  as  a reference  and  as  a diagnostic  tool, 
as  well  as  a supplement  to  standard  texts. 

The  author,  Chandler  Smith,  MD,  is  Professor 
and  Chairman  of  the  Department  of  Pathology,  Truman 
Medical  Center,  University  of  Missouri  at  Kansas  City. 
Well  known  in  American  pathology,  he  is  the  author 
of  more  than  100  papers,  and  has  participated  in  nu- 
merous clinicopathologic  conferences. 

HUMAN  DISEASE  IN  COLOR  is  available  from 
the  publisher  at  the  introductory  price  of  $24.95.  Or- 
ders and  payment  (adding  $1.00  handling  charge)  should 
be  sent  to  Medical  Economics  Book  Division  (1884- 
DPRC9),  Box  554,  Oradell,  N.  J.  07649. 


COLEGIO  MEDICO  CUBANO  LIBRE  - THE  CUBAN 
MEDICAL  ASSOCIATION  IN  EXILE  announces  the 
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FIFTH  INTERNATIONAL  CUBAN  MEDICAL  ASSO- 
CIATION CONGRESS  - 1979  - to  be  held  at  the  Ameri- 
cana Hotel,  Bal  Harbour  Miami  Beach,  July  3-  July  7, 
1979. 

Highly  interesting  program.  Guest  Faculty  inclu- 
des 60  prominent  doctors  from  the  United  States, 
various  Latin  American  countries  and  Europe.  The 
Congress  has  been  approved  for  32  hours,  Category  1, 
American  Medical  Association  Recognition  Award, 
32  mandatory  hours  from  the  Florida  Medical  Associa- 


tion and  32  prescribed  hours,  Category  1,  from  the 
American  Academy  of  Family  Physicians  and  the 
Florida  Academy  of  Family  Physicians. 

For  information  and  registration  please  write  or 

call: 

Cuban  Medical  Association 
213  Aragon  Avenue  - P.  0.  Box  3406 
Coral  Gables,  Florida,  33134 
Telephone  (305)  446-9902 


ANUNCIO 


Se  vende  o se  alquila  oficina  en  el  Condominio  First 
Federal,  séptimo  piso,  Ave.  Muñoz  Rivera,  Río  Pie- 
dras. Setecientos  cincuenta  pies  cuadrados.  Amplia 
sala  de  espera  y oficina  de  médico  con  cuatro  cuartos 
de  exámen.  Precio  razonable.  Inf.:  tel  764-6845. 


in  mild  hypertension... 


Hygroton®  (chlorthalidone  USP) 

BRIEF  SUMMARY 

Indications:  Hypertension.  ad|unctive  therapy  in  edema 
Contraindications:  Anuria,  hypersensitivity  to  chlorthalidone  or  other  sul- 
fonamide-derived drugs. 

Warnings:  Should  be  used  with  caution  in  severe  renal  disease,  impaired 
hepatic  function  or  progressive  liver  disease  May  add  to  or  potentiate  the 
action  of  other  antihypertensive  drugs.  Sensitivity  reactions  may  occur  in 
patients  with  a history  of  allergy  or  bronchial  asthma.  There  is  a possibility  of 
exacerbation  or  activation  of  systemic  lupus  erythematosus  with  thiazides, 
which  are  related  to  chlorthalidone.  This  has  not  been  reported  with 
chlorthalidone.  Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood.  Use  in  pregnant  women  requires  that  the  anticipated  benefits  of  the 
drug  be  weighed  against  possible  hazards  to  the  fetus  These  hazards 
include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other 
adverse  reactions  which  have  occurred  in  the  adult.  In  nursing  mothers, 
thiazides  cross  the  placental  barrier  and  appear  in  breast  milk  If  use  of  the 
drug  is  essential,  the  patient  should  stop  nursing. 

Precautions:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate 
intervals  All  patients  receiving  chlorthalidone  should  be  observed  for 
clinical  signs  of  fluid  or  electrolyte  imbalance:  namely,  hyponatremia, 
hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine  electrolyte 
determinations  are  particularly  important  when  the  patient  is  vomiting 
excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may 
also  influence  serum  electrolytes.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diuretic,  especially  with  brisk 
diuresis,  when  severe  cirrhosis  is  present,  or  during  concomitant  use  of 
corticosteroids  or  ACTH  Interference  with  adequate  oral  electrolyte  intake 
will  also  contribute  to  hypokalemia  Digitalis  therapy  may  exaggerate 
metabolic  effects  of  hypokalemia  especially  with  reference  to  myocardial 
activity  Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as  in  liver 
disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in  edematous 
patients  in  hot  weather  Hyperuricemia 
may  occur  or  gout  be  precipitated  in 
certain  patients.  Insulin  requirements 
in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged 
and  latent  diabetes  mellitus  _ 
may  become  manifest. 

Chlorthalidone  and  related 
drugs  may  increase  the  respon- 
siveness totubocurarine  The  anti- 
hypertensive effects  of  the  drug  may  be 
enhanced  in  the  postsympathectomy  patient 
Chlorthalidone  and  related  drugs  may  decrease 
arterial  responsiveness  to  norepinephrine  If 
progressive  renal  impairment  becomes  evident,  as  indicated 
by  a rising  nonprotein  nitrogen  or  blood  urea  nitrogen,  a careful 
reappraisal  of  therapy  is  necessary  with  consideration  given  to 
withholding  or  discontinuing  diuretic  therapy.  Chlorthalidone  and  related 
drugs  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Adverse  Reactions:  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping, 
diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice), 
pancreatitis:  dizziness,  vertigo,  paresthesias,  headache,  xanthopsia, 
leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia:  purpura, 
photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis) 

(cutaneous  vasculitis),  Lyell's  syndrome  (toxic  epidermal 
necrolysis).  Orthostatic  hypotension  may  occur  and 
may  be  aggravated  by  alcohol,  barbiturates  or  narcotics. 

Other  adverse  reactions  include  hyperglycemia, 
glycosuria,  hyperuricemia,  muscle  spasm,  weakness, 
restlessness,  impotence.  Whenever  adverse  reactions  are 
moderate  or  severe,  chlorthalidone  dosage  should  be  reduced 
or  therapy  withdrawn 
Usual  Dose:  One  tablet  daily. 

How  Supplied:  Tablets— 100  mg,  (white,  scored),  50  mg  (aqua) 

25  mg.  (peach)  in  bottles  of  1 00  and  1 000,  unit-dose  blister  packs.  boxé§ft 
of  100(1  Ox  10 strips).  Also,  100 mg  and  50 mg  in  PAKS of  28 tablets, 
boxes  of  6 


Starting  today 

A new  way  to  strike  a 
favorable  balance 
between  benefit  and  risk 


Antihypertensive  effectiveness 
demonstrated  in  a six-site  multiclinic 
double-blind  study 

Favorable  Risk/Benefit  Balance 

• Mean  potassium  values  remained  within  normal  range 

• No  clinically  significant  hypokalemia,  hyperuricemia,  or 
hyperglycemia  reported'*- 

Well-documented  Benefits 

• Significant  lowering  of  systolic  and  diastolic  pressure 

• 24-hour  natriuretic  activity,  convenient  once-a-day  dosage 

Multiclinic  study  involved  112  patients  in  New  Orleans.  LA:  Denver,  CO: 
Nassau.  Bahamas.  Madison.  Wl.  Paterson,  NJ.  East  Meadow,  NY  Data  on 
file,  USV  Laboratories  Inc 

"fWith  thiazide  and  thiazide-like  diuretics,  it  is  possible  to 
develop  certain  electrolyte  imbalances  including 
hypokalemia,  hyperuricemia  and  hyperglycemia. 


Hygroton  25s. 

(chlorthalidone  USP) 
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USV  Laboratories  Inc. 
Manatí,  PR  00701 


Blocks  sodium 
retention  longer 


All  clear  in 
Miami 


Ordinary  topical  cortico- 
|iroids  are  generally  not 

i>mmended  when  infection 
[plicates  dermatoses.* 
t’s  why  your  patients  need 
?orn#Hydrocortisone. 
Because  Vioform- 
Irocortisone  provides 
-way  action  in  just  one 
Daration — antibacterial 
antifungal,  as  well  as 
pruritic  and  anti- 
immatory  actions.  Think 
first  for  thorough,  fast 
ring  of  skin  problems  on 
mi. . . or  on  any  beach. 

Ilrug  has  been  evaluated  as  possibly  ef- 
|e  for  these  indications 

iform-Hydrocortisone 

M chlorhydroxyquin  and  hydrocortisone) 


INCATIONS 

fled  on  a review  of  this  drug  by  the  National 

I demy  of  Sciences-National  Research 
ncil  and  or  other  information.  FDA  has 
sified  the  indications  as  follows 
ssibly"  effective:  Contact  or  atopic  der- 
tis;  impetiginized  eczema,  nummular 
ema.  infantile  eczema,  endogenous 
)mc  infectious  dermatitis,  stasis  der- 
itis:  pyoderma,  nuchal  eczema  and 
inic  eczematoid  otitis  externa:  acne  ur- 
la;  localized  or  disseminated  neuroder- 
itis:  lichen  simplex  chromcus.  anogenital 
itus  (vulvae.  scroti,  am),  folliculitis,  bacte- 
dermatoses.  mycotic  dermatoses  such  as 
a (capitis,  cruris,  corporis,  pedis), 
liliasis:  intertrigo. 

I classification  of  the  less-than-effective 
rations  requires  further  investigation 


RAINDICATIONS 

sensitivity  to  Vioform-Hydrocortisone.  or 
its  ingredients  or  related  compounds: 

; of  the  eye.  tuberculosis  of  the  skin,  most 
(in  lesions  (including  herpes  simplex,  vac- 
/ancella) 


WARNINGS 

This  product  is  not  tor  ophthalmic  use 
In  the  presence  of  systemic  infections,  appropri- 
ate systemic  antibiotics  should  be  used 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  reported 
to  have  an  adverse  effect  on  pregnancy,  the 
safety  of  their  use  in  pregnant  women  has  not 
been  absolutely  established  In  laboratory  ani- 
mals. increases  in  incidence  of  fetal  abnor- 
malities have  been  associated  with  exposure  of 
gestating  females  to  topical  corticosteroids,  in 
some  cases  at  rather  low  dosage  levels  There- 
fore. drugs  of  this  class  should  not  be  used  ex- 
tensively on  pregnant  patients  in  large  amounts  or 
for  prolonged  periods  of  time 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases  If  irritation  occurs,  discontinue  therapy 
Staining  may  occur 

Signs  and  symptoms  of  systemic  toxicity,  electro- 
lyte imbalance,  or  adrenal  suppression  have  not 
been  reported  with  Vioform-Hydrocortisone 
Nevertheless,  the  possibility  of  suppression  of  the 
pituitary-adrenal  axis  during  therapy  should  be 
kept  in  mind,  especially  when  the  drug  is  used 
under  occlusive  dressings,  for  a prolonged 
period,  or  for  treating  extensive  cutaneous  areas 
since  significant  absorption  of  corticosteroid  may 
occur  under  these  conditions,  particularly  in  chil- 
dren and  infants 

Vioform  may  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests  If  such  tests 
are  contemplated,  wait  at  least  one  month  be- 
tween discontinuation  of  therapy  and  perfor- 
mance of  these  tests.  The  ferric  chloride  test  for 
phenylketonuria  (PKU)  can  yield  a false-positive 
result  if  Vioform  is  present  in  the  diaper  or  urine 
Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate 
therapy 

ADVERSE  REACTIONS 

There  have  been  a few  reports  of  rash  and  hyper- 
sensitivity The  following  local  adverse  reactions 
have  been  reported  with  topical  corticosteroids, 
especially  under  occlusive  dressings  burning, 
itching:  irritation,  dryness,  folliculitis,  hyper- 
trichosis. acneiform  eruptions,  hypopigmentation. 
perioral  dermatitis:  allergic  contact  dermatitis, 
maceration  of  the  skin,  secondary  infection,  skin 


atrophy:  striae  miliaria.  Discontinue  therapy  if 
any  untoward  reaction  occurs 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  to  the  affected  parts  3 or  4 
times  daily 

The  Cream,  because  of  its  slight  drying  effect,  is 
primarily  useful  for  moist,  weeping  lesions:  the 
Lotion  is  particularly  suitable  for  application  be- 
hind the  ears  and  in  intertriginous  areas  of  the 
body,  the  Ointment  is  best  used  for  dry  lesions 
accompanied  by  thickening  and  scaling  of  the 
skin 

The  Mild  Cream  and  Mild  Ointment  should  be 
used  w^en  treating  lesions  involving  extensive 
body  areas  or  less  severe  dermatoses 

HOW  SUPPLIED 

Cream.  3%  lodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petro- 
latum, sodium  lauryl  sulfate,  and  glycerin  in 
water,  tubes  of  5 and  20  Gm 
Ointment.  3%  lodochlorhydroxyquin  and  1% 
hydrocortisone  in  a petrolatum  base,  tubes  of  20 
Gm 

Lotion.  3%  lodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a water-washable  base  containing 
stearic  acid,  cetyl  alcohol,  lanolin,  propylene 
glycol,  sorbitan  trioleate,  polysorbate  60. 
triethanolamine,  methylparaben.  propylparaben, 
and  perfume  Flora  in  water,  plastic  squeeze 
bottles  of  15  ml. 

Mild  Cream.  3%  lodochlorhydroxyquin  and  0 5% 
hydrocortisone  in  a water-washable  base  contain- 
ing stearyl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water,  tubes  of  V2  and  1 ounce 
Mild  Ointment . 3%  lodochlorhydroxyquin  and 
0 5%  hydrocortisone  in  a petrolatum  base:  tubes 
of  1 ounce  078-19(9  78)665661 

187-90744 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit.  New  Jersey  07901 


Vioform- 

Hydrocortisone 

(lodochlorhydroxyquin 
and  hydrocortisone) 

The  most  widely 
prescribed  form . . . 

20-gm  Cream 


CIBA 


Great  taste 
means  better 
compliance 
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SIMETHICONE 

LEMON  SWISS  CREME  FLAVOR 


The  best 
tasting  antacid 
you  can 
recommend 


Maalox 
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WILLIAM  H.  RORER 

Fort  Washington.  Pa.  19034 


INC 


Librium 

chlordiazepoxide  HO/Roche 


D Proven  antianxiety  performance 

□ An  unsurpassed  safety  record 

□ Predictable  patient  response 

□ Minimal  effect  on  mental  acuity  at 
recommended  doses 

□ Minimal  interference  with  many 
primary  medications,  such  as  antacids, 
anticholinergics,  diuretics,  cardiac 
glycosides  and  antihypertensive  agents 


hfore  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Relief  of  anxiety  and  tension  occurring  alone 
accompanying  vanous  disease  states.  Efficacy  beyond 
,ur  'T)onths  not  established  by  systematic  clinical  studies 
l:riodic  reassessment  of  therapy  recommended. 

the  drug'011'03*'005’'  Patients  with  known  hypersensitivity 

Warnings:  Warn  patients  that  mental  and/or  physical  abil- 
ps  required  for  tasks  such  as  driving  or  operating  ma- 
ftnery  may  be  impaired,  as  may  be  mental  alertness  in  chil- 
en.  and  that  concomitant  use  with  alcohol  or  CNS  deores- 
ave  T addiive  effect.  Though  physical  and  psy- 
dependence  have  rarely  been  reported  on  recom 
nded  doses  use  caution  in  administering  to  addiction- 
me  individuals  or  those  who  might  increase  dosage  with- 
II,  including  convulsions),  following  discon- 

luation  of  the  drug  and  similar  to  those  seen  with  barbi- 
i ates,  have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
trimester  should  almost  always  be  avoided  be- 
cause  of  increased  risk  of  congenital  malformations  as 
suggested  in  several  studies.  Consider  possibility  of 
pregnancy  when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in  chil- 
'n  over  six,  limit  to  smallest  effective  dosage  (initially  10 
Per  day)  to  preclude  ataxia  or  oversedation,  in- 
! J % gradually  as  needed  and  tolerated.  Not  recom- 

lrlchlld¡'en  under  six.  Though  generally  not  recom- 
nded,  if  combination  therapy  with  other  psycho- 

lndicated.  carefully  consider  individual  phar- 
h eCK-t:  partlcular|y  in  use  of  potentiating  drugs 

h as  MAO  inhibitors  and  phenothiazines  Observe  usual 
cautions  in  presence  of  impaired  renal  or  hepatic  func- 

Paradoxical  reactions  (e^,  excitement,  stimulation  and 


acute  rage)  have  been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impendinq  de- 
pression: suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  druq 

fr^i  ok3  ^fnitlCOa,?UlantS;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion 
may  occur,  especially  in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment. but  are  also  occasionally  observed  at  the  lower  dos- 
age ranges.  In  a few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and  constipa- 
tion,  extrapyramidal  symptoms,  increased  and  decreased 
libido  — all  infrequent  and  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment:  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy. 

u®ua' Dai|V  Dosage:  Individualize  for  maximum  beneficial 
effects.  Oral- Adults:  Mild  and  moderate  anxiety  and  ten- 
sion, 5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mq 
Ti  d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q i d (See 
Precautions.)  ' ' 

Supplied:  Librium  ® (chlordiazepoxide  HCI)  Capsules  5 
mg  10  mg  and  25  mg-bottles  of  100  and  500  Tel-E-Dose® 

edSe^o0/^00’  trays  °f  4 averse- number 

ed  boxes  of  25,  and  in  boxes  containing  10  strips  of  10 

nnnCr|'Ph  °r  5°’  avajlable  singly  and  in  trays 

of  10.  Libritabs  (chlordiazepoxide)  Tablets,  5 mg 
10  mg  and  25  mg-bottles  of  100  and  500.  With  re- 
spect to  clinical  activity,  capsules  and  tab- 
lets are  indistinguishable. 
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Health  and  Safety  Tip 

From  the  American  Medical  Association  * 


535  North  Dearborn  Street/Chicago,  Illinois  60610 


Exercise  Important 
To  Weight  Control 

Exercise 
To  Reduce 
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Health  Surveys  indicate  that 
many  people  are  gaining  weight 
or  staying  overweight  on  rela- 
tively moderate  calorie  intakes. 
Although  overeating  is  probably 
the  major  cause  of  overweight, 
physical  inactivity  contributes 
greatly  to  the  problem. 

There  are  a few  encouraging 
signs  that  desire  for  fitness,  or 
health-consciousness,  is  replacing 
simple  weight-consciousness  in 
the  minds  of  many  Americans. 

There  is  growing  awareness 
that  a sedentary  way  of  life  can 
contribute  to  degenerative  dis- 
ease of  the  arteries  and  to  obesity 
and  its  potential  complications, 
most  notably,  diabetes,  says  a 
new  pamphlet  from  the  American 
Medical  Association. 

There  also  is  a growing  prefer- 
ence among  Americans  for  a 


healthy,  physically  fit  appearance. 
Emphasis  is  on  condition.  Body, 
skin  and  hair  that  are  in  good 
condition  are  widely  regarded  as 
necessary  for  good  looks. 

You  may  feel  too  lazy  to  get 
started  on  a physical  fitness  pro- 
gram, but  it’s  probably  the  lack 
of  exercise  that  makes  you  feel 
that  way.  On  the  other  hand, 
you  may  think  of  yourself  as  ac- 
tive or  energetic  because  you  are 
always  busy — too  busy  to  take 
time  out  for  vigorous  exercise. 
Some  of  the  busiest  people  in  the 
world  have  found  time  for  jog- 
ging, tennis  or  morning  calis- 
thenics. 

There  are  all  sorts  of  guides  to 
simple  home  exercise  programs. 
Or  there  is  jogging  or  other  such 
activities.  Or  regular  participa- 
tion in  active  sports  and  games, 
such  as  handball  or  tennis.  If 
you  are  over  age  30  or  are  unac- 
customed to  vigorous  exercise, 
consult  with  your  physician 
before  starting  a program. 

But,  if  you  want  to  maintain 
good  health  and  to  keep  the  ex- 
cess pounds  off,  a regular, 
vigorous  exercise  program  is  a 
must.  For  the  rest  of  your  life. 

April,  1979 

Frank  Chappell 
Science  News  Editor 
AMA 


The  Maker 


Examining  a Few  Myths 
About  Prescribing. 


Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited.  Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
anv  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantia 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  01 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 


FACT:  PMA  companies 
make  90  to  95  percent  o 
the  drug  supply,  includ- 
ing, therefore,  most  of  tl 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  comp 
tence  of  the  manufac- 
turer and  the  integrity  o 
the  product  that  count. 


Matters, 


{TH:  Generic  options  al- 
)st  always  exist. 

.CT:  About  55  percent 
prescription  drug  ex- 
nditure  is  for  single- 
urce  drugs.  This 
?ans,  of  course,  that  for 
ly  45  percent  of  such 
penditure,  is  a generic 
escribing  option  avail- 
le. 


TH:  Generic 

ascriptions  are  filled  with 
it pensive  generics,  thus 
.'ing consumers  large 
. ns  of  money. 

'CT:  Market  data  show 
lit  you  invariably 
escribe — and  pharma- 
its  dispense — both 
nnd  and  genericallv 
i eled  products  from 
nvvn  and  trusted 
Dirces,  in  the  best  inter- 
sof  patients.  In  most 
aes  the  patient  receives 
jroven  brand  product, 
a ings  from  voluntary 
mandated  generic 
r scribing  are  grossly 
xggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name , should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships wdth  patients  wall  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  mvths  about  price 
and  equivalency  have  been 
shattered , one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 
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BURROUGHS  WELLCOME 
Empirin  Comp. 

Zyloprim 

CARNATION 
Evaporated  Milk 

Cl  BA  PHARM. 

Vioform  - HC 

MEAD  JOHNSON  CO. 

Vasol idan 

MERRELL  NATIONAL 
Bentyl 
Tenuate 

NORWICH  INTERNATIONAL 
A1 phaderm 

PHARM  MFG. 

Institutional 

ROCHE  LAB. 

Azo  Gantanol 
Bactrim 
Val ium 

SMITH,  KLINE  & FRENCH 
Dyazide 

U.S.V.  PHARM. 
Regroton/Demi  Regroton 

THE  UPJOHN  CO. 

Motrin 


Tenuate”© 

(diethyipropion  hydrochloride  NF) 

Tenuate  Dospan* 

(diethyipropion  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  ol  exogenous  obesity  as  a short-term  adjunct  (a  lew 
weeks)  in  a regimen  ol  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states.  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect;  rather,  the  drug 
should  be  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle;  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethyipropion.  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  and  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  high 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia.  Use  in 
Pregnancy ; Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children.  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  . Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen.  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  one  time  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia  One  pub- 
lished report  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethyipropion  hydrochloride  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness. insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache:  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis,  erythema.  Endocrine : 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System:  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous:  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria. 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethyipropion  hydro- 
chloride); One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethyipropion  hydrochloiidelcontrolled-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning.  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

OVERDOSAGE  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hypeireflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states. Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse.  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate. Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard  Intravenous 
phentolamine  (Regitine®)  has  been  suggested  on  pharmacologic 
rounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
enuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc. 

Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc. 

Cincinnati,  Ohio  45215,  U.S.A. 

Licensor  of  Merrell* 

References:  1.  Citations  available  on  reguest- Medical  Research 
Department.  MERRELL  RESEARCH  CENTER.  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati.  Ohio  45215  2.  Hoekenga,  M.T . 
O'Dillon,  R H , and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
yipropion Hydrochloride.  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs,  Florence,  Italy,  Jan.  20-21, 1977, 

Merrell 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


(diethylpropion  hydrochloride  NF) 

75  mg.  controlled-release  tablets 
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A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 
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In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 

Clinical  effectiveness. 

The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  "...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 
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Tenuate -it  makes  sense. 

And  it’s  responsible  medicine. 

Merrell 


For  prescribing  information  see  opposite  page 


new 

600 mg  tablets 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 


bind 
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In  Edema  or  Hypertension' when 
potassium  balance  is  a concern... 

Potassium-Sparin3 

DYAZ1DE 

Each  capsule  contains  50  mg.  ot  Dyrenium®  (brand  of  triamterene) 
and  25  mg  of  hydrochlorothiazide 

Makes  Sense 

In  Edema 

The  triamterene  in  Dyazide’  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  'Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  K+  and  BUN  should  be  checked  periodically 
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Primary  Carcinoma  of  the  Trachea  Page  162 

Arturo  A.  Ydrach,  MD  and  Víctor  A.  Marcial,  MD 


Drs.  Ydrach  and  Marcial  reviewed  the  clinical,  histologic  and  therapeutic  features  of  6 
cases  of  carcinoma  of  the  traquea  reported  to  the  Puerto  Rico  Cancer  Registry  from  1950  to 
1976.  The  authors  added  a case  of  their  own  in  whom  complete  tumor  control  was  obtained 
with  radiotherapy.  The  article  presents  a brief  but  pertinent  review  of  the  literature  and  com- 
ments regarding  the  most  suitable  diagnostic  and  therapeutic  approach. 
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José  E.  Sifontes,  MD,  FAAP 

En  este  artículo,  el  Dr.  Sifontes  resume  los  efectos  fisiológicos,  mortalidad,  morbilidad  y 
factores  epidemiológicos  relacionados  con  el  tabaquismo.  Señala  el  Dr.  Sifontes  que  existe 
información  limitada  sobre  el  efecto  del  humo  en  el  no  fumador  expuesto  al  mismo.  El  au- 
mento en  el  monóxido  de  carbono  en  espacios  cerrados  sobrepasa  los  estándares  aceptados  de 
nueve  partes  por  millón.  Estas  cifras  pueden  disminuir  la  tolerancia  a la  angina  de  pecho  en  pa- 
cientes con  enfermedad  coronaria  y causar  empeoramiento  de  los  pacientes  en  enfermedad  vas- 
cular periférica. 
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PRIMARY  CARCINOMA  OF  THE  TRACHEA 


Arturo  A.  Ydrach,  MD  and  Víctor  A.  Marcial,  MD 


Summary:  The  cases  registered  at  the  Puerto 
Rico  Cancer  Registry  from  1950-1976  as  car- 
cinoma of  the  trachea  were  reviewed.  We  found 
6 cases  reported  during  this  time  which  fulfil- 
led the  criteria  for  this  diagnosis.  To  these,  we 
added  one  case  seen  by  us  in  1977,  in  whom 
we  obtained  complete  tumor  control  with  radio- 
therapy alone. 

Resumen:  Los  casos  del  Registro  de  Cáncer 

de  Puerto  Rico  desde  1950-1976  con  diag- 
nóstico de  carcinoma  de  traquea  fueron  revi- 
sados. Encontramos  6 casos  que  llenaban  los 
criterios  de  origen  rígidos  de  carcinoma  prima- 
rio de  traquea.  A éstos  le  añadimos  un  caso 
visto  por  nosotros  en  1977,  en  el  cual  obtuvi- 
mos completo  control  del  tumor  con  radio- 
terapia solamente. 

Introduction 

Carcinoma  of  the  trachea  is  infrequent. 
In  1970,  about  400  cases  had  been  reported 
in  the  literature.  The  exhaustic  review  of  Mc- 
Cafferty  and  coworkers  (1964)  is  excellent. 
(1)  They  reviewed  381  cases  of  primary  malig- 
nant disease  of  the  trachea  from  the  world’s 


From  the  Department  of  Medicine,  Puerto  Rico  Can- 
cer Center,  UPR  Medical  Sciences  Campus  and  the  Radiation 
Oncology  Division,  Center  for  Energy  and  Environment  Re- 
search. 


literature  of  the  previous  110  years;  to  these 
they  added  11  cases  of  their  own. 

The  present  study  which  analyzes  the 
cases  of  primary  tracheal  carcinoma  of  the 
Puerto  Rico  Cancer  Registry  from  1950-1976, 
was  motivated  by  the  referral  of  a patient 
who  illustrates  the  usual  problems  of  diagnosis, 
and  in  whom  we  obtained  excellent  results 
with  radiotherapy  alone. 

Case  Report:  Case  No.  7 (Table  No.  II) 

In  July,  1977,  an  84  year  old  female  was  re- 
ferred to  the  Radiotherapy  Institute  at  the  Metro- 
politan Hospital  for  consideration  of  radiotherapy. 
A subglottic  extensive  mass  producing  upper  airway 
obstruction  had  required  a tracheostomy  on  June 
30,  1977. 

On  history,  the  patient  revealed  that  she  had 
experienced  shortness  of  breath  for  about  one  year 
prior  to  admission.  She  had  been  admitted  to  three 
hospitals  during  that  year  and  had  several  negative 
evaluations  by  E.  N.  T.  specialists.  In  the  last  admis- 
sion of  June,  1977,  the  bronchoscopist  was  unable 
to  pass  the  rigid  bronchoscope  below  the  vocal  cords. 
Two  biopsies  of  the  stenotic  area  in  the  subglotic  zone 
were  non-representative  and  negative  for  malignancy. 
At  the  time  of  the  second  biopsy,  a tracheostomy  was 
required  due  to  progressive  upper  airway  obstruction. 
It  was  the  opinion  of  the  examiner  that  she  should  be 
treated  without  a histologic  diagnosis  and  was  then 
transferred  to  Metropolitan  Hospital. 

Prior  to  the  radiation  treatment,  a third  attempt 
at  bronchoscopy  proved  successful,  and  finally  gave 
the  diagnosis  of  well  differentiated,  superficially  invasi- 
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TABLE  I 


Puerto  Rico  Cancer  Registry 
Cases  Codified  as  Carcinoma  of  the  Trachea 
(1950-1976) 


No.  Cases 

No  histologic  confirmation 

10 

Carcinoma  of  the  lung 

10 

Vocal  cord  carcinoma 

2 

Carcinoma  of  the  esophagus 

6 

28 

Squamous  cell  ca.  of  the  trachea 

5 

Adenoid  cystic  ca.  of  the  trachea 

1 

TOTAL  - 

34 

ve  squamous  cell  carcinoma. 

She  then  received  radiation  treatment  to  6,600 
rads  from  July  14th  to  August  26,  1977,  to  the  area 
of  the  upper  trachea.  This  was  delivered  in  33  fractions 
of  200  rads  each,  using  a combination  of  lateral  op- 
posing and  anterior  fields.  She  tolerated  radiotherapy 
well  and  had  a remarkable  response  allowing  us  to  re- 
move her  tracheostomy  prior  to  her  discharge  on  Au- 
gust 26,  1977. 

For  follow-up  purposes  a fiberoptic  bronchoscopy 
was  performed  in  December,  1977  due  to  a R.  U.  L. 
shadow,  and  this  showed  no  gross  tumor  in  the  trachea, 
or  R.  U.  L.  The  consulting  pneumologist  felt  the  radio- 


graphic changes  in  the  medial  R.  U.  L.  represented 
post-radiation  fibrosis.  In  her  last  evaluation  on  Ja- 
nuary, 1979,  she  showed  no  clinical  symptoms  or  vi- 
sual evidence  of  disease  in  the  trachea  (N.  E.  D.)  and 
in  general,  was  doing  well. 

Material 

All  records  codified  at  the  Puerto  Rico  Cancer 
Registry  (1950-1976)  as  carcinoma  of  the  trachea  were 
examined.  We  found  only  5 cases  that  we  considered 
true  primary  carcinomas  of  the  trachea,  and  1 adenoid 
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TABLE  II 

Primary  Carcinoma  of  the  Trachea 
Puerto  Rico  Cancer  Registry  (1950  - 1976) 


Case  No. 

Date  Dx. 

Date  of  Death 

Age 

Sex 

Histology 

1 

4-28-55 

11-18-55 

63 

M 

Squamous  cell  ca.  of  lower 
traquea,  Gr.  11 

2 

4-17-67 

10-25-67 

48 

M 

Squamous  cell  ca.  lower 
third  trachea,  poorly  differ. 

3 

3-8-72 

4-30-72 

64 

M 

Squamous  cell  ca.  trachea, 
poorly  differentiated 

4 

10-  -72 

No.  F.  U. 

65 

F 

Poorly  differ,  ca.,  anterior 
wall  of  trachea 

5 

5-9-75 

10-12-75 

68 

M 

Adenoid  cystic  ca.  of  trachea 

6 

3-19-75 

8-12-75 

76 

M 

Squamous  cell  ca.  of  trachea 
(carina) 

Case  Report:  Radiotherapy  Institute,  Metropolitan  Hospital 

7 7-13-77  84  F Squamous  cell  ca.  of  trachea 

(C.L.J.) 


cystic  carcinoma  (cylindroma). 

Some  were  excluded  due  to  lack  of  histologic 
confirmation  (10  cases),  others  were  excluded  due  to 
having  originated  in  the  vocal  cords  (2  cases)  origin 
in  the  esophagus  (6  cases),  and  bronchial  origin  (10 
cases).  (Table  I).  To  the  case  records  obtained  at  the 
Puerto  Rico  Cancer  Registry,  we  added  one  case  seen 
by  us  in  1977,  case  No.  7 (Table  II). 

Results 

Most  cases  in  our  series  were  squamous 


cell  carcinomas,  wiih  only  one  adenoid  cystic 
carcinoma  (cylindroma)  in  our  group  of  7 cases. 
(Table  II). 

Survival  of  patients  in  our  series  was  very 
poor,  the  average  survival,  from  the  time  of  diag- 
nosis, was  145  days  in  the  cases  with  squamous 
cell  carcinoma  ( Table  III). 

The  difficulties  encountered  with  codifi- 
cation at  the  Puerto  Rico  Cancer  Registry  are 
expected  since  many  M.D.’s  diagnose  carcinoma 
of  the  trachea  on  death  certificates,  tumors  that 
originated  in  the  lung,  vocal  cord,  and  esopha- 


165 


Volumen  71 
Núm.  5 


Arturo  A.  Ydrach,  MD,  et  al 


TABLE  III 

Survival  from  the  Time  of  Histologic  Diagnosis 


Epidermoid  carcinoma 


7 cases 

Survival  (Days) 

Case  No.  1 

200  days 

Case  No.  2 

188  days 

Case  No.  3 

52  days 

Case  No.  4 

No  follow-up 

Case  No.  6 

143  days 

Case  No.  7 * 

540  days 

(Case  Report-  C.  L.  J.) 

* Patient  on  our  case  report  which  at  the  time  of  this  writing  is  18  months  post-diagnosis  and  shows  no  clinical  evi- 
dence of  disease  (N.  E.  D.) 

Average  Survival  = ] 45  days 

(excluding  cases  No.  4-7) 

Adenoid  cystic  carcinoma  1 Case  **  Survival  (Days) 

Case  No.  5 153  days 

**  Patient  died  of  widely  disseminated  disease  to  spinal  canal,  histologically  an  anaplastic  Carcinoma. 


gus.  (Table  I). 

Discussion 

The  cause  of  tracheal  carcinoma  is  not 
known.  It  is  hard  to  understand  why  malig- 
nant neoplasms  are  rare  in  the  trachea,  while 
frequent  in  the  larynx  and  bronchi.  Especia- 
lly, since  the  cells  in  the  tracheo-bronchial 
tree  are  similar,  and  exposed  to  the  same  air- 
born  carcinogens.  There  is  a failure  to  record 
smoking  history  in  many  patients  in  the  lite- 
rature and  in  our  series.  It  is  of  interest,  how- 
ever, that  our  case  No.  7 is  a non-smoker  ( Ta- 


ble II).  In  the  Mayo  Clinic  series  (4)  they 
found  a positive  correlation  with  chronic  ci- 
garette smoking,  in  those  that  recorded  smoking 
history. 

The  incidence  of  tracheal  carcinoma  is 
likewise  unknown,  it  has  been  estimated  that 
one  of  every  thousand  (1/1,000)  autopsy  cases 
of  cancer  can  be  expected  to  have  tracheal  car- 
cinoma (5).  Autopsy  studies  have  found  pri- 
mary tracheal  cancer  in  approximately  one  of 
every  13,807  general  autopsies  (5). 

Tracheal  carcinoma  has  not  increased  in 
incidence  as  has  occurred  in  carcinoma  of  the 
lung. 
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TABLE  IV 


Tumors  of  the  Trachea 
Survival  by  Treatment  Modality 


3 Yr.  Survival 

5 Yr.  Survival 

Series 

Treatment 

No.  Percent 

No. 

Percent 

McCafferty  ( 1 ) 

Irradiation  alone 

(381  cases 

(77  patients  of  all 
histologies) 

9 12 

5 

7 

McCafferty  (1) 

Resection  of  trachea 

(381  cases) 

in  whole  or  part 
(48  patients  of  all 
histologies) 

9 19 

7 

15 

Houston,  et  al.  (4) 

Irradiation  * 

(53  cases  - 8 of 

Squamous  ca. 

these  received 

( 12  pts. 

1 

8 

no  treatment) 

Adenoicystic  ca. 

(4  pts.) 

3 

75 

Mayo  Clinic 

Surgical  treatment 

(1936-1965) 

(segmental  resec- 
tion) 
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Early  diagnosis  of  carcinoma  of  the  tra- 
chea is  difficult  due  to  lack  of  symptoms.  In 
a report  of  thirty-years  experience  at  the  Mayo 
Clinic  (1936-1965)  there  was  no  detectable 
trend  towards  earlier  diagnosis  (4).  Endoscopic 
exam  is  still  the  best  means  of  diagnosis  and 
should  be  used  early  in  the  investigation  of  un- 
explained cough,  hemoptysis,  wheeze,  hoarse- 
ness or  dyspnea.  As  our  patient  case  No.  7 
exemplified,  hoarseness  may  be  evident  for 
many  months  and  the  diagnosis  not  be  made 
after  repeated  exams  by  indirect  laryngoscopy. 
The  nonspecific  symptomatology  and  the  ab- 
sence of  radiographic  signs  are  factors  contri- 
buting to  delay  in  diagnosis.  Tomograms  of  the 
trachea  and  maximal  expiratory  flow  volume 
loop  curves  (6)  are  very  helpful  in  suggesting 
the  diagnosis. 

There  is  general  agreement  that  tracheal 
carcinomas  are  similar  to  those  in  the  lung.  The 
histological  features  of  squamous  cell  carcinoma 
and  adenoid  cystic  carcinoma  in  the  trachea  are 
the  same  as  those  originating  in  lung  or  salivary 
glands  (2). 

The  best  management  for  primary  tracheal 
carcinoma  is  controversial  in  view  of  the  limited 
experience  with  this  infrequent  malignancy  in 
any  single  institution. 

Endoscopic  resection  is  an  important  form 
of  palliation  for  patients  with  small  tracheal 
carcinomas  (5).  There  is  agreement  that  in  the 
management  of  intrathoracic  large  tracheal  tu- 
mors, sleeve  resection  and  end-to-end  anasto- 
mosis is  superior  to  techniques  employing 
patches  or  tubular  prostheses.  Two  or  three 
centimeters  of  the  trachea  can  usually  be  re- 
sected and  ends  anastomosed  without  diffi- 
culty. But  sometimes  large  resections  are  nee- 
ded due  to  the  size  of  the  tumor.  (5) 

Hajdu  et  al  (2)  state  that  radiotherapy 
is  probably  not  helpful  in  palliation  of  tracheal 
carcinoma,  however  our  patient,  case  No.  7 
shows  that  significant  tumor  control  can  be  ob- 
tained in  squamous  cell  carcinoma  of  the  trachea 


with  radiotherapy  alone. 

Combinations  of  radiotherapy  and  surgery 
have  been  utilized  and  the  procedures  used  must 
be  individualized  depending  on  size  and  location 
of  the  lesion,  stage,  patient  age  and  status,  insti- 
tutional expertise,  and  patient  preference. 

Squamous  cell  carcinoma  of  the  trachea 
is  the  most  frequent  in  the  literature  and  in  our 
series.  It  also  results  in  the  poorest  prognosis. 
In  our  series,  average  survival  is  a little  more 
than  4 months.  (Table  III).  In  the  series  re- 
ported from  Memorial  Hospital  for  Cancer,  New 
York,  of  the  21  patients  dying  of  epidermoid 
carcinoma  of  the  trachea,  average  survival  was 
9 months  (2). 

If  we  combine  the  Mayo  Clinic  (4)  series 
and  the  Memorial  Hospital  (5)  series,  the  5 
year  survival  for  54  patients  with  squamous  cell 
carcinoma  was  17  percent;  and  the  5 year  sur- 
vival for  26  patients  with  adenoid  cystic  car- 
cinoma was  65  percent. 

Survival  by  treatment  modality  is  shown 
in  (Table  IV),  which  summarizes  results  in  three 
large  literature  series  (1,  2,  4). 

Adenoid  cystic  carcinoma  (cylindroma) 
usually  has  a slow  course  and  a much  better 
survival  (4).  In  the  Memorial  Hospital  series  (3), 
average  survival  for  3 patients  dying  of  cylin- 
droma was  9 years.  These  tumors  ultimately 
kill  the  patient  by  extensive  local  involvement 
after  many  years. 

To  change  this  dismal  prognosis,  we  feel 
earlier  diagnoses  may  be  obtained  with  the  se- 
lective use  of  sputum  cytology  and  tracheal 
tomograms.  As  in  carcinoma  of  the  lung,  con- 
ventional radiography  alone  will  not  lead  to 
earlier  diagnoses  and  improved  survival. 
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LOS  EFECTOS  DEL  CIGARRILLO 


José  E.  Sifontes,  MD,  FAAP 


En  el  1972  se  publicó  el  informe  “The 
Health  Consequences  of  Smoking  — A report 
of  the  Surgeon  General”.  (1)  En  el  mismo  se 
revisaban  las  consecuencias  del  cigarrillo  en  158 
páginas  con  cientos  de  referencias  apoyando  los 
datos  presentados.  En  el  año  1979  se  publicará 
el  nuevo  informe  del  Cirujano  General  cuyo  con- 
tenido ya  ha  sido  divulgado  en  gran  parte  y re- 
sumido en  “Morbidity  and  Mortality  Weekly  Re- 
port”. (2) 

El  propósito  de  este  trabajo  es  resumir 
muy  brevemente  la  información  sobre  el  efecto 
del  tabaquismo  vertida  en  el  informe  del  Ciru- 
jano General  y en  otras  publicaciones  recientes. 

Efectos  Fisiológicos 

El  cigarrillo  encendido  produce  4,000  com- 
puestos que  pueden  ser  separados  entre  gas  y 
partículas.  El  monóxido  de  carbono  (gas),  la 
nicotina  y la  brea  (partículas)  probablemente 
son  los  que  más  contribuyen  a los  efectos  no- 
civos de  fumar.  La  nicotina  produce  los  prin- 
cipales efectos  fisiológicos  por  medio  de  la 
liberación  de  catecolaminas,  epinefrina  y nore- 
pinefrina.  A corto  plazo  causan  aumento  en 
la  frecuencia  cardíaca,  presión  arterial,  volumen 
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latido  cardíaco,  consumo  de  oxígeno,  flujo 
coronario  y arritmias.  También  suceden  bronco- 
constricción  y otros  trastornos  pulmonares, 
movilización  y utilización  aumentada  de  los 
ácidos  grasos  libres  e hiperglucemia.  El  cigarri- 
llo aumenta  la  actividad  de  las  enzimas  micro- 
sómicas  hepáticas  y acelera  el  metabolismo 
de  ciertos  medicamentos  como  fenacetina, 
antipirina,  teofilina,  cafeína,  imipramina,  pen- 
tazocín  y la  vitamina  C. 

Afecta,  además,  los  resultados  de  ciertas 
pruebas  de  laboratorio,  como  el  recuento  de 
leucocitos,  el  volumen  de  hematíes  y las  cifras 
de  hemoglobina,  carboxihemoglobina  y he- 
matocrito.  Hace  que  disminuyan  las  cifras 
séricas  de  creatinina,  albúmina  y globulina 
(en  mujeres)  y del  ácido  úrico  en  varones.  Las 
cifras  se  normalizan  al  interrumpirse  el  fumar. 

Mortalidad.  Los  fumadores  tienen  aproxi- 
madamente un  70  por  ciento  mayor  probabi- 
lidad de  morir  por  enfermedades  que  los  no 
fumadores.  La  mortalidad  es  proporcional  al 
número  y años  de  fumar  cigarrillos;  es  mayor 
en  los  que  comienzan  más  jóvenes  y en  los 
que  inhalan.  Un  hombre  de  30  años  que  fuma 
15  cigarrillos  al  día  puede  esperarse  que  reduz- 
ca su  esperanza  de  vida  en  5 1/2  años.  (3) 
En  los  ex-fumadores  la  mortalidad  es  menor 
que  en  los  fumadores  y después  de  15  años 
de  haber  dejado  de  fumar  la  mortalidad  de  los 
ex-fumadores  es  comparable  a la  de  los  que 
nunca  han  fumado.  La  mortalidad  es  menor 
en  los  fumadores  que  usan  cigarrillos  que  con- 
tienen menos  brea  y nicotina  pero  esto  no  eli- 
mina el  iesgo.  La  edad  de  mayor  riesgo  es  de 
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los  45  a 54  años  y la  causa  principal  de  muerte 
es  enfermedad  coronaria  seguida  de  cáncer 
del  pulmón  y enfermedad  crónica  obstructiva 
pulmonar.  En  los  que  fuman  solamente  pipas 
o cigarros  la  mortalidad  es  un  poco  mayor  que 
la  de  los  que  no  fuman  pero  menor  que  la  de 
los  que  fuman  cigarrillos. 

Morbilidad.  Los  fumadores  presentan  más 
enfermedades  agudas  y crónicas  que  las  personas 
no  fumadoras.  El  exceso  de  enfermedades  en 
los  fumadores  es  de  14  por  ciento  en  los  varones 
y de  21  por  ciento  en  las  mujeres.  Se  ha  cal- 
culado que  en  un  año  representativo  como  el 
1974  el  fumar  cigarrillos  causó  81,000,000  de 
días  de  ausencia  al  trabajo  y sobre  145,000,000 
de  días  de  encamados  por  enfermedad.  El 
cigarrillo  es  uno  de  los  tres  factores  principales 
responsables  por  ataques  del  corazón.  El  riesgo 
está  relacionado  con  la  dosis.  Es  menor  en 
los  que  fuman  cigarrillos  de  bajo  contenido 
de  brea  y nicotina.  El  riesgo  de  enfermedad 
cardíaca  en  los  fumadores  es  sinérgico  con 
otros  factores  de  riesgo  y más  acentuado  en 
las  edades  más  jóvenes.  El  fumar  aumenta  la 
probabilidad  de  infarto  del  miocardio  recur- 
rente. Al  dejar  de  fumar,  el  riesgo  de  enfer- 
medad coronariana  disminuye  después  de  los 
10  años  a uno  comparable  al  de  los  no  fuma- 
dores. El  cigarrillo  acentúa  los  riesgos  de  en- 
fermedad arteriosclerótica  vascular  periférica: 
la  hace  más  severa  y extensa.  Las  personas 
con  angina  de  pecho  empeoran.  En  los  hiper- 
tensos  no  intensifica  la  hipertensión  pero  au- 
menta la  probabilidad  de  enfermedad  coro- 
nariana. El  fumar  cigarrillos  está  asociado 
con  una  disminución  de  las  lipoproteínas  de 
alta  densidad  (HDL)  y,  a la  vez,  esta  dismi 
nución  se  encuentra  en  las  personas  propensas 
a la  arteriosclerosis.  (4)  En  las  mujeres  que  fu- 
man y usan  anticonceptivos  el  riesgo  de  infarto 
del  miocardio  y tromboembolismo  fatal  o no 
fatal  aumenta.  El  cigarrillo  aumenta  el  riesgo 
de  hemorragia  subaracnoidea  en  las  mujeres. 


Los  Efectos  del  Cigarrillo 

El  fumar  cigarrillos  aumenta  el  riesgo  de 
cáncer  de  diferentes  órganos.  El  más  afectado 
es  el  pulmón.  Las  tasas  de  mortalidad  por 
cáncer  del  pulmón  en  mujeres  van  aumentan- 
do más  rápidamente  que  en  los  varones  y si 
continúa  esta  tendencia  ésta  será  la  causa  prin- 
cipal de  muerte  por  cáncer  en  las  mujeres  du- 
rante la  próxima  década.  Los  cigarrillos  con 
filtros  y bajos  en  brea  y nicotina  producen 
menos  cáncer  del  pulmón  aunque  no  tasas  tan 
bajas  como  las  de  los  que  no  fuman.  Los  ex- 
fumadores tienen  tasas  de  mortalidad  por  cán- 
cer del  pulmón  que  disminuyen  de  acuerdo 
con  el  tiempo  sin  fumar  hasta  que  se  aseme- 
jan las  de  no  fumadores  después  de  10  a 15 
años  de  interrumpir  el  hábito.  Las  otras  formas 
de  cáncer  causadas  por  el  cigarrillo  son  los  de 
la  laringe,  la  cavidad  oral,  el  esófago,  la  vejiga 
urinaria,  el  riñón  y el  páncreas.  Para  todas  estas 
formas  de  cáncer  hay  un  efecto  sinérgico  entre 
el  cigarrillo  y la  ingestión  de  alcohol.  Los  fuma- 
dores de  pipa  y cigarros  tienen  el  mismo  ries- 
go de  cáncer  que  los  fumadores  de  cigarrillos 
para  todas  las  formas  mencionadas  exceptuan- 
do el  del  pulmón. 

Enfermedades  broncopulmonares  no  can- 
cerosas. Tanto  fumadores  del  sexo  masculino 
como  femenino  presentan  una  alta  prevalencia 
de  bronquitis  crónica  y enfisema  y tienen  una 
probabilidad  aumentada  de  morir  por  estas  en- 
fermedades. Los  fumadores,  incluyendo  los 
adolescentes,  tienen  más  síntomas  respiratorios 
y estos  síntomas  van  en  proporción  con  la  can- 
tidad de  cigarrillos  fumados.  Se  encuentran 
anormalidades  de  la  función  pulmonar  en  los 
fumadores.  El  daño  puede  ser  detectado  aún 
en  los  fumadores  jóvenes.  La  interrupción  del 
fumar  está  seguida  de  mejoría  en  la  función 
pulmonar  y disminución  de  los  trastornos  res- 
piratorios a la  vez  que  de  la  posibilidad  de  muer- 
te prematura  por  trastornos  pulmonares  no 
cancerosos. 

Relación  con  las  ocupaciones.  En  los 
fumadores  que  trabajan  en  ciertas  ocupaciones 
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el  riesgo  de  muerte  por  cáncer  pulmonar  au- 
menta. Entre  éstas  se  encuentran  las  relaciona- 
das con  el  cromato,  el  níquel,  gas  de  carbón, 
asbestos  y uranio.  Además,  se  sospechan  ar- 
sénico, hematites,  berilio  y cobre.  Los  trabaja- 
dores en  estas  ocupaciones  son  un  porcentaje 
pequeño  de  la  población  total  y el  aumento 
en  cáncer  del  pulmón  en  la  población  general 
fumadora  no  se  explica  por  la  morbilidad  de 
estos  grupos. 

Embarazo  y la  salud  infantil.  La  nicotina 
y el  monóxido  de  carbono  penetran  la  barrera 
placentaria.  Se  altera  el  contenido  de  difosfo- 
glicerato  de  la  hemoglobina  del  feto;  se  des- 
plaza la  curva  de  saturación  de  O2  de  la  Hb 
hacia  la  izquierda  produciéndose  mayor  afini- 
dad de  la  hemoglobina  para  O2  y menor  li- 
beración de  ésta  en  los  tejidos.  (1) 

Los  movimientos  respiratorios  fetales  tam- 
bién se  afectan.  Los  fetos  de  madres  que  fuman 
entre  las  semanas  32  y 38  del  embarazo  mues- 
tran disminución  de  los  movimientos  respirato- 
rios después  de  la  madre  fumar  dos  cigarrillos 
corridos. 

El  crecimiento  fetal  y el  peso  al  nacer 
son  afectados  por  el  fumar  cigarrillos  durante 
el  embarazo.  Los  lactantes  de  mujeres  que 
fuman  durante  el  embarazo  pesan  un  promedio 
de  200  gramos  menos  que  los  de  madres  que 
no  fuman.  El  número  de  lactantes  recién 
nacidos  que  pesan  menos  de  2,500  gramos 
es  dos  veces  mayor  en  los  vástagos  de  madres 
fumadoras  que  en  los  de  madres  que  no  fu- 
man. Estas  disminuciones  en  peso  no  se  deben 
a reducción  de  la  gestación,  sino  más  bien  a 
carencia  de  oxígeno  que  ha  sido  desplazado 
por  el  monóxido  de  carbono  en  el  feto.  El 
efecto  en  la  lactancia  materna  no  se  conoce 
suficientemente.  La  nicotina  de  las  madres 
fumadoras  aparece  en  la  leche  materna  en  pro- 
porción con  el  número  de  cigarrillos. 

Anomalías  en  los  vástagos  de  madres 
fumadoras  no  son  comunes.  En  el  estudio 


inglés  de  mortalidad  perinatal  se  encontraron 
cifras  un  poco  más  altas  de  anomalías  en  los 
vástagos  de  las  fumadoras.  Estas  fueron  de 
7,3/1000  en  los  de  las  fumadoras  y 4.7  en  los 
de  las  no  fumadoras.  (1)  Otros  estudios  no  han 
demostrado  anomalías  excesivas  en  los  vástagos 
de  fumadoras.  (2) 

La  mortalidad  perinatal  aumenta  en  los 
vástagos  de  madres  fumadoras.  (5)  Aumenta 
en  20  por  ciento  en  las  que  fuman  poco  (me- 
nos de  una  cajetilla  al  día)  y en  35  por  ciento 
en  las  que  fuman  más  de  una  cajetilla  de  ci- 
garrillos al  día.  El  riesgo  mayor  es  durante 
las  semanas  20  a 28  de  gestación.  Son  más 
susceptibles  los  fetos  de  madres  de  mayor 
edad,  anémicas  (Hb  menor  de  11  g/dl)  y mul- 
típaras. La  frecuencia  del  aborto  espontáneo 
aumenta  en  80  por  ciento  en  las  madres  fu- 
madoras. 

En  los  Estados  Unidos  se  ha  calculado 
que  4,600  muertes  perinatales  anualmente 
se  deben  al  hábito  de  fumar  en  las  madres. 
(5)  Esta  alta  mortalidad  fetal  probablemente 
se  debe  a anomalías  severas  y trastornos  pla- 
centarios.  La  muerte  temprana  de  estos  fe- 
tos durante  el  embarazo  se  ofrece  como  expli- 
cación del  hecho  de  que  las  anomalías  con- 
génitas  no  se  presentan  con  frecuencia  exce- 
siva en  los  recién  nacidos  vivos  de  madres 
fumadoras. 

Las  placentas  de  las  madres  fumadoras 
presentan  trastornos  importantes  tales  como 
infartos  y placenta  previa.  Estos  trastornos 
suceden  a pesar  de  que  la  madre  haya  dejado 
de  fumar  durante  el  embarazo.  La  severidad 
de  los  mismos  guarda  proporción  con  la  can- 
tidad de  cigarrillos  y el  número  de  años  que 
la  madre  haya  fumado  previamente. 

Los  vástagos  de  las  madres  fumadoras 
a pesar  de  que  son  más  pequeños,  afortuna- 
damente, alcanzan  el  desarrollo  normal  para 
los  7 años  de  edad  y su  inteligencia  es  com- 
parable a la  de  los  hijos  de  madres  fumadoras. 
Por  otra  parte,  la  incidencia  del  síndrome  de 
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muerte  inesperada  (Sudden  Infant  Death  Syn- 
drome) aumenta  en  un  52  por  ciento  en  los 
hijos  de  madres  que  fuman  durante  el  emba- 
razo. (6) 

Mientras  que  el  número  de  hombres  que 
fuma  va  disminuyendo,  el  número  de  mujeres 
jóvenes  que  fuma  va  en  aumento.  Entre  el  1968 
y el  1974  el  porcentaje  de  niñas  fumadoras 
de  17  a 18  años  aumentó  de  18.6  por  ciento 
a 25.9  por  ciento. 

Se  han  hecho  recomendaciones  especí- 
ficas sobre  el  manejo  del  problema  de  la  em- 
barazada fumadora.  Estas  incluyen  informarle 
sobre  los  efectos  nocivos  del  cigarrillo  y la 
medición  de  la  carboxihemoglobina  sanguínea 
o del  monóxido  de  carbono  espirado.  (5) 

La  incidencia  de  bronquitis  y neumonía 
es  más  alta  en  los  niños  de  padres  (la  madre, 
el  padre  o ambos)  fumadores  que  en  los  ni- 
ños de  padres  que  no  fuman.  Las  enfermedades 
respiratorias  en  general  son  dos  veces  más  fre- 
cuentes en  niños  de  padres  fumadores  que  en 
los  de  padres  no  fumadores. 

Ulcera  péptica.  La  úlcera  péptica  aparece 
con  más  frecuencia  en  los  fumadores  que  en 
los  no  fumadores.  El  riesgo  aumenta  con 
la  cantidad  de  cigarrillos  y a la  vez  que  aumen- 
ta el  riesgo  de  la  enfermedad  aumenta  el  riesgo 
de  muerte  por  la  úlcera  péptica. 

Alergia.  Extractos  de  tabaco  y el  humo 
del  tabaco  pueden  actuar  como  antígenos 
que  sensibilizan  los  linfocitos  T.  El  efecto  de 
el  tabaco  en  los  procesos  alérgicos  e inmunes 
no  está  dilucidado.  Se  sabe  que  afecta  el  tracto 
respiratorio,  produce  cambios  histológicos  y 
ejerce  efectos  adversos  en  el  transporte  muco- 
ciliar,  la  composición  del  moco  y en  la  función 
y morfología  de  los  macrófagos.  Trastornos 
de  la  inmunidad  celular  se  encuentran  local- 
mente y en  la  circulación  general  de  los  fuma- 
dores. 


Los  Efectos  del  Cigarrillo 

Aspectos  de  la  conducta.  Hay  evidencia 
de  que  los  fumadores  a largo  plazo  pueden  ser 
dependientes  de  la  nicotina  y que  necesitan 
consumir  un  cigarrillo  cada  30  o 40  minutos 
para  mantener  niveles  constantes  sanguíneos 
de  nicotina.  Los  síntomas  de  la  interrupción 
abrupta  del  fumar  desaparecen  más  rápida- 
mente y no  son  más  desagradables  que  cuando 
se  deja  de  fumar  parcialmente.  El  síndrome 
de  la  abstinencia  del  tabaco  es  más  severo  en 
las  mujeres  que  en  los  varones.  En  el  1978  el 
32  por  ciento  de  la  población  de  los  Estados 
Unidos  mayor  de  16  años  de  edad  fumaba. 
Se  ha  calculado  que  el  95  por  ciento  de  los 
29  millones  de  fumadores  que  abandonaron 
el  hábito  desde  el  1964  lo  hicieron  por  su  pro- 
pia cuenta.  Una  encuesta  demostró  que  sola- 
mente una  tercera  parte  o menos  de  los  fuma- 
dores que  deseaban  abandonar  el  hábito  esta- 
ban interesados  en  programas  formales  y sola- 
mente una  pequeña  minoría  de  esos  participa 
en  programas  formales  cuando  se  les  ofrecen. 
La  tendencia  actual  en  los  programas  educa- 
tivos para  adultos  es  recalcar  la  responsabili- 
dad personal  por  la  salud  y la  adopción  de  un 
estilo  de  vida  que  promueva  la  salud.  En  los 
niños  el  período  crítico  para  el  comienzo  del 
tabaquismo  es  el  de  la  escuela  superior.  En  estos 
grupos  el  método  nuevo  emplea  estragegias  para 
que  los  niños  puedan  resistir  la  presión  de  sus 
pares;  que  entiendan  cómo  la  propaganda  y los 
anuncios  trabajan  para  inducirlos  a fumar;  y 
proveerles  información  para  resistir  el  ejemplo 
de  modelos  como  son  los  padres,  los  hermanos 
y los  estudiantes  mayores  que  fuman.  En  este 
enfoque  también  se  incluye  educación  sobre 
los  efectos  fisiológicos  inmediatos  antes  que 
los  que  sucederán  a largo  plazo.  Se  ha  encon- 
trado también  que  “adultos  importantes”  como 
los  médicos  pueden  ejercer  influencias  podero- 
sas sobre  el  fumar  en  los  adolescentes. 

El  fumador  involuntario.  Hay  informa- 
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ción  limitada  sobre  el  efecto  del  humo  del 
cigarrillo  en  el  no  fumador  que  esta  expuesto 
al  mismo,  o sea  el  fumador  pasivo  o involun- 
tario. Gran  parte  de  la  información  tiene 
que  ver  con  el  monóxido  de  carbono  en  espa- 
cios cerrados  donde  puede  ascender  a cifras 
sobre  los  estándares  aceptados  de  nueve  partes 
por  millón,  aún  cuando  la  ventilación  sea  ade- 
cuada. Estas  cifras  pueden  disminuir  la  tole- 
rancia a la  angina  de  pecho  en  pacientes  con 
enfermedad  coronariana  y causar  empeora- 
miento de  los  pacientes  con  enfermedad  vas- 
cular periférica.  Un  número  importante  de 
adultos  sanos  sufre  de  irritación  nasal  y ocular 
cuando  se  expone  al  humo  del  cigarrillo.  Los 
efectos  son  más  intensos  en  las  personas  alérgi- 
cas y en  los  usuarios  de  lentes  de  contacto. 
(7)  Se  han  notado,  además,  cambios  en  la  fun- 
ción sicomotora,  la  atención  y la  función  cog- 
noscitiva. 

El  activismo  de  los  no  fumadores  está 
reemplazando  rápidamente  la  anterior  actitud 
de  sumisión  ante  la  exposición  al  humo  del 
cigarrillo.  La  resistencia  se  ha  manifestado 
en  diversas  formas  a los  niveles  de  la  comuni- 
dad, (7)  de  los  hospitales  (8)  y de  las  asocia- 
ciones médicas.  (9)  En  Puerto  Rico  se  ha  pro- 
puesto legislación  al  efecto.  El  P.  C.  Núm.  423 
fue  presentado  y no  aprobado  en  el  1978.  El 
mismo  hubiese  prohibido  y reglamentado 
la  actividad  de  fumar  en  determinados  luga- 
res como  los  planteles  de  enseñanza,  los  as- 
censores, los  medios  de  transportación,  los 
hospitales  y las  casas  de  salud. 

La  posibilidad  de  cigarrillos  menos  da- 
ñinos. Se  han  hecho  estudios  sobre  los  ciga- 
rrillos con  filtros  y cigarrillos  elaborados  sin 
tabaco.  (10)  Es  probable  que  el  efecto  da- 
ñino sea  un  poco  menor  mientras  más  efectivo 
sea  el  filtro.  El  efecto  no  se  conocerá  por 
décadas.  Los  cigarrillos  bajos  en  nicotina 
pueden  conducir  a un  aumento  en  el  consumo 
de  los  mismos  para  el  fumador  lograr  alcan- 
zar los  niveles  de  nicotina  que  necesita  para 


sentirse  satisfecho.  Hasta  la  fecha  no  hay  tal 
cosa  como  un  cigarrillo  seguro.  (11) 

Conclusiones 

El  cigarrillo  es  nocivo  para  los  fumado- 
res, los  fetos  de  las  embarazadas  que  fuman, 
los  hijos  de  los  fumadores  y los  fumadores 
involuntarios.  No  hay  un  cigarrillo  “seguro”. 


Conclusions 

Cigarettes  are  harmful  to  smokers,  the 
fetuses  of  mothers  who  smoke,  the  children 
of  smokers,  and  involuntary  smokers.  A “sa- 
fe” cigarette  is  not  available. 
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Important  data  on  the  pain  of  an  itp  n [gtitte 

In  87%  of  patients 

studied  [303  of  349], 

Rzo  GantanoT  reduced 
pain  andtr  burning 


\zo  Gantanol  in  relieving  pain  an 
cute  urinary  tract  infection  in 
atients  with  at  least  100,000 
olonies  per  ml  of  a sulfonamide- 
ansitive organism,  usually E.  coli. 
i 87%  of  patients  with  initial 
/mptoms  rated  "moderate  to 
jvere,"  Azo  Gantanol  therapy  re- 
nted in  improvement  within  24 
Durs. 


hrs 


st  pain  relief  plus  effective  antibacterial  action 

Izo  Gantanol 


" tablet  contains  0-5  Gm  sulfamethoxazole  and  100  mg  phenazopyridine  HCI. 

[■  for 

' ■ pain  the  pathogens 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella-Aerobacter,  Staphylo- 
coccus aureus,  Proteus  mirabllis,  and,  less  fre- 
quently, Proteus  vulgaris)  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Care- 
fully coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response;  add 
aminobenzoic  acid  to  follow-up  culture  media.  The 
increasing  frequency  of  resistant  organisms  limits 
the  usefulness  of  antibacterials  including  sul- 
fonamides. Measure  sulfonamide  blood  levels  as 
variations  may  occur;  20  mg/100  ml  should  be 
maximum  total  level. 

Contraindications:  Children  below  age  12;  sul- 
fonamide hypersensitivity;  pregnancy  at  term  and 
during  nursing  period;  because  Azo  Gantanol  con- 
tains phenazopyridine  hydrochloride  it  is  contrain- 
dicated in  glomerulonephritis,  severe  hepatitis, 
uremia,  and  pyelonephritis  of  pregnancy  with  G I 
disturbances. 
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Deaths  from  hypersensitivity  reactions,  agranulocy 
tosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported  and  early  clinical  signs  (sore 
throat,  fever,  pallor,  purpura  or  jaundice)  may  in- 
dicate serious  blood  disorders.  Frequent  CBC  and 
urinalysis  with  microscopic  examination  are  rec- 
ommended during  sulfonamide  therapy. 
Precautions;  Use  cautiously  in  patients  with  im- 
paired renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma;  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals  in  whom 
dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  ciystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agran- 
ulocytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions, 
Stevens-Johnson  syndrome,  epidermal  necrolysis 
urticaria,  serum  sickness,  pruritus,  exfoliative 
dermatitis,  anaphylactoid  reactions,  periorbital 
edema,  conjunctival  and  scleral  injection,  photo- 
sensitization,  arthralgia  and  allergic  myocarditis); 
G.l.  reactions  (nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis);  CNS  reactions  (headache,  peripheral 
neuritis,  mental  depression,  convulsions,  ataxia, 
hallucinations,  tinnitus,  vertigo  and  insomnia); 
miscellaneous  reactions  (drug  fever,  chills,  toxic 
nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.  E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  di- 
uretics (acetazolamide,  thiazides)  and  oraf  hypo- 
glycemic agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may 
exist. 

Dosage:  Azo  Gantanol  is  intended  for  the  acute, 
painful  phase  of  urinary  tract  infections.  Usual 
adult  dosage:  2 Gm  (4  tabs)  initially,  then  1 Gm 
(2  tabs)  B.I.D.  for  up  to  3 days.  If  pain  persists, 
causes  other  than  infection  should  be  sought. 

After  relief  of  pain  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HCI)  will  color  the  urine. 
Supplied:  Tablets,  red,  film-coated,  each  contain- 
ing 0.5  Gm  sulfamethoxazole  and  100  mg 
phenazopyridine  HCI— bottles  of  100  and  500. 
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A reminder 

ZYLOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga 
tion,  its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim " (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscraslas  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout, 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim,  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol®  (mercapto- 
purine)  or  Imuran*  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age 
Zyloprim®  (ailopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  adose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performer!  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported 
In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic:  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  Zyloprim  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Toxic" 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  YTi  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available 

Complete  information  available  from  your  local  B W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML 

U.S.  Patent  No.  3,624,205  (Use  Patent) 

/ Burroughs  Wellcome  Co. 

T7\  / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


Does  It  influence 
your  choice  of  a 
peripheral/cerebral 
vasodilator? 

• vasodilan— compatible 
with  coexisting  diseases 

• vasodilan-compatible 
with  concomitant  therapy 

• vasodilan-compatible 
with  your  total  regimen 
for  vascular  insufficiency 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences  National  Research  Council  and/or  other  information  the  FDA  has 
classified  the  indications  as  follows: 

Possibly  Effective 

1 For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency 

2 In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease 

Final  classification  of  the  less  than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml 
Dosage  and  Administration:  Oral  10  to  20  mg..  three  or  four  times  daily 
Intramuscular:  5 to  10  mg  ( 1 or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 

Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia. 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash  If  rash’ap- 
pears  the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia.  These  symptoms  are  more  pronounced  in  higher  doses. 

For  these  reasons  single  intramuscular  doses  exceeding  10  mg  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose  Tablets 
20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose,  Injection,  10  mg.  per' 

2 ml.  ampul,  box  of  six  2 ml.  ampuls. 

U S Pat  No  3,056,836 

VASODIIM 

(EOXaraNE  HCI) 

20-mg  tablets 
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...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effectst 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has 
almost  totally  blocked 
passage  of  barium 
meal. 


Barium  meal  beginning 
to  pass  10  minutes 
after  intramuscular 
injection  of  20  mg.  Bentyl. 


“ The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N M : Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


*This  drug  has  been  classified  probably'  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  ot 
Sciences -National  Research  Council  and/or  other  informa- 
tion, FDA  has  classified  the  following  indications  as  "prob- 
ably" effective 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OREN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE,  PHYSICIAN  INTEREST,  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS 
For  use  in  the  treatment  of  infant  colic  (syrup) 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient:  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis.  WARNINGS  In  the 
presence  ot  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS:  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy.  Use  with 
caution  in  patients  with  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition 
Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur 
ADVERSE  REACTIONS  Anticholinergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia;  palpitations, 
mydriasis;  cydoplegia,  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness,  weakness;  dizziness;  insom- 
nia: nausea,  vomiting;  impotence,  suppression  of  lactation;  con- 
stipation. bloated  feeling,  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations,  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adiusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup:  Adults.  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily.  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants  'Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water ) Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection:  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested.  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholme"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC  . Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur,  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES.  Division  ot  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  U S A. 
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BE  THE 
DOCTOR 
YOU  WANT 
TOBE. 

IN  THE  NA/V 

For  more  information, 
call  toll-free  800-841-8000 
(in  Georgia.  800-342-5855)' 
or  see  your  local 
Navy  representative. 
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REACCIONES  ALERGICAS  A PENICILINA 

C.  López- Almodóvar,  MI) 


Resumen:  Las  Penicilinas  son  los  antibióticos 
bactericidas  más  ampliamente  usados  en  la  far- 
macopea moderna.  En  su  anillo  6-APA  reside 
su  gran  capacidad  antimicrobiana,  pero  tam- 
bién su  gran  poder  antigénico.  Su  determinante 
antigénico  mayor  B.P.O.  en  el  preparado  comer- 
cial “Pre  Peen”  nos  sirve  para  identificar  posibles 
pacientes  que  desarrollarán  reacciones  tardías 
(urticaria,  angioedema,  “serum  sickness”).  Sus 
determinantes  antigénicos  menores  (M.D.M.) 
no  están  disponibles  comercialmente  y son  los 
responsables  del  síndrome  de  anafilaxis.  Es 
médico  legal  aceptable  hacer  la  prueba  sub- 
cutánea de  Penicilina  “G”  como  un  método 
parcial  para  identificar  posibles  reactores  a Pe- 
nicilinas. Debe  efectuarse  la  prueba  en  pa- 
cientes que  necesitan  Penicilina  y que  se  sos- 
pecha un  historial  alérgico  a la  droga.  También 
en  aquellos  que  se  contempla  dar  un  curso  pro- 
longado del  antibiótico  (semanas  o meses). 

Las  cefalosporinas  tienen  una  incidencia 
alta  de  reacciones  alérgicas  cruzadas  con  las 
Penicilinas.  Las  reacciones  adversas  previas 
de  cualquiera  de  estos  grupos  de  antibióticos 
debe  documentarse  correctamente  en  el  his- 
torial del  paciente  y son  una  contraindicación 
clara  para  no  utilizarlos  en  dichos  pacientes. 
La  desensibilización  a Penicilina  goza  de  muy 


Del  Presidente  de  la  Sociedad  de  Alergia  e Inmunología 
de  Puerto  Rico. 


pocos  adeptos  por  lo  impráctico  y riesgoso  del 
procedimiento  el  cual  no  garantiza  que  el  su- 
jeto desarrolle  reacciones  adversas  después 
de  la  desensibilización. 


Introducción 

La  importancia  médico-epidemiológica  de 
la  sensibilización  a Penicilina  se  hace  notoria 
en  una  época  como  la  nuestra  donde  la  Farma- 
copea ha  proliferado  tanto  y la  accesibilidad 
a los  antibióticos  es  tan  trecuente.  Podemos 
sensibilizarnos  a las  Penicilinas  y sus  homólo- 
gos sin  haberlos  recibido  terapéuticamente  pero 
sí  a través  de  la  leche  de  vaca  de  un  animal  pre- 
viamente tratado  con  Penicilina,  a través  de  la 
carne  de  animales  tratados  con  estos  antibió- 
ticos antes  de  ser  sacrificados,  a través  de  con- 
servas enlatadas  donde  se  haya  usado  la  Peni- 
cilina como  preservativo,  al  aspirar  vapores  o 
vahos  en  la  inmediación  de  una  fábrica  de  estos 
antibióticos  al  venir  en  contacto  nuestra  piel 
repetidamente  con  substancias  que  contengan 
el  antibiótico. 

A pesar  de  múltiples  estudios  durante 
las  últimas  dos  décadas  para  dilucidar  el  me- 
canismo inmunológico  de  la  alergia  a Penici- 
lina, sigue  siendo  ocasionalmente  impredeci- 
ble el  desarrollo  de  reacciones  anafilácticas 
dentro  de  intervalos  cortos  después  de  admi- 
nistrar aún  pequeñas  cantidades  de  Penicilina 
“G”. 
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Incidencia 

Penicilina  y sus  homólogos  son  la  causa 
más  frecuente  de  anafilaxis  en  el  hombre.  La 
incidencia  de  reacciones  anafilácticas  se  cal- 
culó en  40  casos  por  cada  100,000  inyecciones 
en  algunos  hospitales  de  Estados  Unidos  duran- 
te 1970.  En  pacientes  ambulatorios  se  estimó 
en  10  reacciones  por  cada  100,000  inyeccio- 
nes. El  riesgo  de  anafilaxis  fatal  se  calculó  en 
dos  por  100,000  inyecciones  de  la  droga  o sus 
homólogos.  Ocurren  más  de  300  muertes  al 
año  por  este  fenómeno  de  E.  U.  (1). 

Las  reacciones  alérgicas  a Penicilinas  pa- 
recen menos  frecuente  en  los  niños.  Algunas 
reacciones  atribuidas  a Penicilinas  en  niños  son 
confundidas  con  exantemas  virales  no  urtica- 
riales. 

La  incidencia  a reacciones  alérgicas  a Peni- 
cilina no  parece  ser  mayor  en  pacientes  que  su- 
fren de  otras  alergias  que  en  la  población  co- 
mún, como  se  demostró  en  el  estudio  de  la  Aca- 
demia Americana  de  Alergia  en  1971.  (2) 

Rasgos  Clínicos 

Penicilina  y sus  homólogos  pueden  causar 
cualquier  tipo  de  reacción  alérgica  compren- 
dida en  los  cuatro  tipos  de  reacciones  inmu- 
nológicas  clásicamente  descritas.  No  obstante, 
se  conocen  dos  tipos  de  reacciones  más  fre- 
cuentes en  la  clínica: 

1.  La  reacción  inmediata  anafiláctica 
que  suele  ocurrir  en  el  espacio  de  una  hora 
después  de  la  inyección,  caracterizada  por 
colapso  vasomotor,  edema  laríngeo  y pérdida 
de  conciencia.  Esta  reacción  inmediata  a veces 
tiene  variantes  de  1-72  horas  y casos  con  urti- 
caria angioedema,  hipotensión  y mareo  sin  lle- 
gar al  estado  de  shock. 

2.  La  reacción  tardía  aparece  72  horas 


después  de  la  administración  de  Penicilina  y 
usualmente  aparece  como  erupción  cutánea 
benigna  o exantemas  que  envuelve  el  tronco 
y las  extremidades  superiores.  Una  variante 
de  esta  reacción  tardía  es  el  cuadro  clínico 
parecido  al  de  la  clásica  enfermedad  del  suero, 
“Serum  Sickness-Like  Reaction”,  donde  ocurre 
artralgia  y urticaria  que  puede  durar  hasta  cua- 
tro (4)  meses  después  de  la  administración  de 
la  droga.  Esta  reacción  puede  ir  con  anemia 
hemolítica,  trombocitopenia,  pero  la  fiebre, 
linfadenopatías  y esplenomegalía  no  suelen 
estar  presentes.  (3) 


Mecanismo  Inmunológico  y Pruebas  Cutáneas 

Los  mecanismos  de  alergia  a Penicilina  no 
están  totalmente  explicados  satisfactoriamente. 
Es  de  consenso  general  que  algunos  productos 
de  degradación  de  la  droga  reaccionan  con  ami- 
noácidos, polipéptidos  y proteínas  para  formar 
haptenos  que  se  comportan  como  auténticos 
antígenos. 

Después  de  la  administración  de  Penicilina, 
suele  ocurrir  una  elevación  de  las  inmuno- 
globulinas  IgE,  IgG  con  mayor  preponderancia 
en  pacientes  atópicos,  pero  la  mera  presencia 
de  estos  no  implica  que  el  sujeto  tendría  hiper- 
sensibilidad  clínica.  La  IgM  suele  elevarse  dis- 
cretamente en  casi  todo  tipo  de  paciente.  (4) 

Aproximadamente  el  95  por  ciento  de  la 
Penicilina  “G”  se  degrada  en  ácido  bencil  peni- 
cilénico  que  al  combinarse  con  ciertas  proteínas 
forman  el  determinante  antigénico  mayor  (BPO) 
o “benzyl-penicilloy”.  Este  “major  determi- 
nant” está  disponible  en  el  mercado  conjugado 
con  un  polipéptido  sintético  llamado  polylysina 
bajo  el  nombre  de  “Prepen ”.  (4)  Esta  combina- 
ción estable  se  le  conoce  con  las  siglas  P.P.L.  y 
suele  ser  útil  únicamente  para  detectar  sujetos 
potenciales  reactores  del  tipo  tardío  (urticaria, 
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“serum  sickness-like  reactions”,  etc.),  pero  es 
poco  útil  para  detectar  posibles  reactores  anafi- 
lácticos.  La  prueba  está  indicada  en  sujetos  que 
nunca  han  recibido  Penicilina  y se  contempla 
su  uso  inmediato  en  ellos  o en  sujetos  dudosos 
que  deben  recibir  la  droga  como  primera  alterna- 
tiva. Debe  inyectarse  .01-.02  (10  a 20,000  unida- 
des) intradermalmente  con  jeringuilla  de  tuber- 
culina  y aguja  calibre  1/26-1/27  y esperar  hasta 
20  minutos  si  ocurre  respuesta  inmediata.  Una 
respuesta  positiva  suele  sobrepasar  el  tamaño  de 
la  pápula  original  de  la  prueba.  También  puede 
formar  pseudópodos  y el  diámetro  de  la  pápula 
suele  sobrepasar  los  12mn. Puede  picar  alrededor 
de  la  inoculación  y debe  tenerse  adrenalina 
1/1000  acuosa  disponible  para  contrarrestar  re- 
acciones generalizadas  adversas.Una  prueba  con- 
trol con  igual  cantidad  de  solución  salina  normal 
es  aconsejable  en  el  brazo. Anticuerpos  IgM  com- 
prometidos BPO  pueden  ser  detectados  por  he- 
maglutinación  y otras  técnicas.Títulos  altos  de 
IgG-BPO  están  asociados  con  una  prueba  de 
Coombs  positiva.También  los  anticuerpos  BPO- 
IgG  pueden  servir  como  anticuerpos  bloqueado- 
res  que  compiten  con  BPO-IgE,  lo  que  pudiera 
ser  una  explicación  a la  disminución  de  la  reacti- 
vidad potencial  del  sujeto. Esta  se  ha  descrito  en 
el  curso  de  varias  semanas  de  un  paciente  en  Pe- 
nicilina donde  tienen  una  urticaria  transitoria 
que  desaparece  en  algunos  días  sin  haber  descon- 
tinuado la  droga.  (5) 

Muchos  otros  determinantes  antigénicos 
son  formados  por  el  otro  5 por  ciento  de  la 
Penicilina  Benzílica  (G)  en  menos  cantidad 
que  el  BPO.  A esta  mezcla  de  determinantes 
antigénicos  menores  (MDM)  se  le  da  una  im- 
portancia clínica  grande  por  ser  responsable 
de  la  reacción  severa  e inmediata  de  anafilaxis. 
Comercialmente  aún  no  está  disponible  el 
MDM.  Sin  embargo  puede  documentarse 
injectando  Penicilina  G (1000  unidades  xmml) 
intradermal  y leyendo  a los  20  minutos  el 
tamaño  de  la  pápula.  (5)  Esta  reacción  suele 
ser  positiva  en  pacientes  con  previas  reacciones 


anafilactoides  y anafilácticas  y en  caso  de  un 
paciente  desconocido  con  BPO  negativo  puede 
ser  de  gran  ayuda  para  decidir  si  se  le  va  a ad- 
ministrar Penicilina.  (6) 

Ambas  reacciones  (BPO  y MDM)  tienen 
un  valor  prognóstico  muy  alto  (alrededor  de 
90  por  ciento)  si  se  hacen  correctamente.  (6) 
Estas  pruebas  no  exoneran  al  médico  de  pregun- 
tar al  paciente  acerca  de  reacciones  previas  a 
Penicilina  u homólogos  antes  de  prescribirle 
la  droga.  Debe  quedar  claro  que  está  contra- 
indicada la  Penicilina  y sus  homólogos  en  pa- 
cientes con  historial  de  hipersensibilidad  a la 
droga.  (7)  Si  el  historial  es  negativo  para  estas 
drogas  y las  pruebas  cutáneas  también  lo  son, 
es  siempre  prudente  pedirle  al  enfermo  que  es- 
pere 1/2  hora  en  la  oficina  del  médico  o sala 
de  emergencia  después  de  haber  recibido  la 
droga  parenteralmente. 

Reacciones  Cruzadas  con  Otros  Antibióticos 

En  los  últimos  15  años  las  Penicilinas 
sintéticas  han  proliferado  y las  posibilidades 
de  reacción  inmunológica  cruzada  con  Peni- 
cilina “G”  han  sido  reportadas  ampliamente 
en  la  literatura.  Todas  ellas  comparten  el  anillo 
básico  6-amino  penicilánico  (6APA)  en  su  es- 
tructura que  es  responsable  de  la  mayor  acti- 
vidad antigénica  de  la  Penicilina  “G”.  Este  anillo 
reacciona  con  proteínas  del  huésped  para  for- 
mar haptenos.  Por  consiguiente,  una  variación 
en  la  cadena  lateral  (R)  no  afecta  marcadamente 
su  antigenicidad  excepto  que  se  ha  observado 
una  disminución  en  la  cantidad  de  reacciones 
aceleradas.  (7) 

Entre  las  Penicilinas  sintéticas  más  comu- 
nes en  el  mercado  están  la  Ampicilina,  el  Cloxa- 
cillin  (Tegopen),  Methicillin  (Staphcillin),  Ty- 
carcillin  (Tycar),  Dicloxacillin  (Dynapen),  Oxa- 
cillin (Prostaphlin),  Nafcillin  (Unipen)  y otras. 

De  particular  interés  son  las  cefalosporinas, 
cuyo  núcleo  básico  (7-amino  cefalosporanic 
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acid)  suele  diferir  un  poco  más  que  las  anterio- 
res Penicilinas  sintéticas.  Entre  las  cefalospo- 
rinas  más  comunes  están  el  Cephalotin  (Keflin), 
Cephalexin  (Keflex),  Cephazolin  (Ancef),  Ce- 
phaloridine  (Loridine),  Cephradine  (Anspor), 
(Velosef). 

Estudios  clínicos  de  las  cefalosporinas 
(8)  indican  que  pacientes  con  historial  de  aler- 
gia a Penicilina  tienen  una  incidencia  aumentada 
de  reactividad  a cefalosporinas,  pero  es  imposi- 
ble determinar  en  qué  medida  se  debe  a una 
reacción  cruzada  debido  a alergia  a Penicilina 
o sujetos  con  tendencia  a tener  reacciones  de 
hipersensibilidad  a drogas  aunque  no  estén 
inmunológicamente  relacionadas  con  Penici- 
lina. Se  da  el  caso  (poco  frecuente)  de  suje- 
tos alérgicos  a cefalosporinas  que  aún  no  se 
han  tornado  alérgicos  a Penicilina. 

La  estructura  química  de  las  Penicilinas 
que  comparten  el  anillo  básico  (6-APA)  y la 
estructura  básica  de  las  cefalosporinas  “7- 
aminocephalosporanic  acid”  (7-ACA)  son  si- 
milares en  muchos  aspectos.  Ambos  antibió- 
ticos tienen  bajo  peso  molecular,  permiten 
substituciones  en  diversos  carbonos,  y poseen 
el  anillo  “B-lactam”  que  ejerce  el  poder  anti- 
microbiano y poseen  un  anillo  separado  que 
contiene  sulfuro.  Sin  embargo,  la  química 
de  degradación  y transformación  de  las  Peni- 
cilinas difiere  de  las  cefalosporinas. 

Siendo  Penicilina  la  segunda  droga  más 
común  que  más  reacciones  de  anemia  hemo- 
lítica  produce  por  un  mecanismo  inmunoló- 
gico,  es  necesario  mencionar  que  con  las  cefa- 
losporinas no  es  tan  frecuente  la  incidencia 
de  anemia  hemolítica  y quizás  se  deba  a que 


la  dosis  de  cefalosporinas  no  son  tan  altas. 

Estudios  de  pruebas  cutáneas  con  cefa- 
losporinas han  demostrado  que  cuando  se 
hacen  las  pruebas  de  “major  and  minor  de- 
terminants” para  Penicilina,  suelen  correla- 
cionar en  la  mayoría  de  los  casos  con  la  po- 
sitividad o negatividad  de  pruebas  con  cefa- 
losporinas. 

En  términos  generales,  es  preferible  el 
evitar  el  uso  de  cefalosporinas  cuando  hay 
evidencia  previa  de  alergia  a Penicilinas. 

El  uso  correcto  y adecuado  de  todos  estos 
antibióticos  es  una  gran  responsabilidad  profe- 
sional que  recae  en  cada  médico  que  lo  prescri- 
be a sus  pacientes. 


Referencias 

1.  AMA  Drug  Evaluations,  “Pennicillins”,  pp.  392-397,  1971. 

2.  Green,  Rosemblum,  and  Sweet:  “Evaluation  of  Pennicillin 
Study  Groups,  American  Academy  of  Allergy”.  Journal  of 
Allergy  and  Clinical  Immunology.  Vol.  48,  pp.  331-343, 
1971. 

3.  Patterson,  R.:  Textbook  on  Allergic  Diseases  - Lipicott  Pu- 
blishers, pp.  460-470. 

4.  Bade  and  Clinical  Immunology  - Lange  Book.  Second  Edi- 
tion, pp.  515-516,  1977. 

5.  Levine,  B.  and  Zlov.,  D.  M.:  “Prediction  of  Pennicillin 
Allergy  By  Immunological  Tests”.  Journal  of  Allergy.  Vol. 
43,  pp.  231-244, 1969. 

6.  Parker,  C.  W.:  “Drug  Therapy  - Drug  Allergy”.  New  England 
Journal  of  Medicine.  Vol.  292,  pp.  957-960,  1975. 

7.  Kremers-Urban  Company.  “Prepen”.  PDR  Book,  pp.  924- 
925,  1978. 

8.  Pet,  L.:  “Immunologic  Cross-Reactivity  Between  Pennici- 
llin and  Cephalosporins”.  The  Journal  of  Infectious  Diseases. 
VoL  137,  pp.  74-79,  Supplement  May  1978. 

9.  Medical  Letter,  Drug  Therapy.  Vol.  20:3,  pp.  14-15,  1978. 


COMUNICACION  BREVE:  PUNTO  DE  VISTA 


ASPECTOS  PSICOSOCIALES  DEL  ABORTO 

J.  A.  Núñez-López,  MD 


Comencemos  por  definir.  Psicosocial  no' 
es  psiquiátrico.  Es  ambiente,  sentimiento, 
proceso,  es  vida  entre  gente. 

Aborto  es  muchas  cosas  para  muchas 
personas,  muchos  pueblos  en  variados  tiem- 
pos. 

Es  según  el  diccionario,  dar  a luz  antes 
de  tiempo,  malograrse,  es  algo  imperfecto, 
abominable.  Es  para  la  mujer,  libertad  para 
actuar  sobre  eventos  de  su  vida  y amenaza, 
para  las  instituciones  sociales.  Es  causa  y 
efecto  de  amor  por  la  vida  o de  su  falta.  Es 
según  el  Sr.  Callaham  en  su  libro  “Abortion, 
Law,  Choice  and  Morality”  un  problema  des- 
preciable, fuente  de  discordia  social  y legal, 
inseguridad  moral,  confusión  médica  y psi- 
quiátrica y sobre  todo,  angustia  personal. 
Es  el  choque  de  los  derechos  del  individuo 
con  consideraciones  sociopolíticas,  morales, 
religiosas,  éticas  y económicas. 

Está  el  tema  del  aborto  tan  cargado  de 
ambivalencia,  de  juicios  valorativos  que  la 
investigación  ha  estado  frecuentemente  dirigida 
hacia  el  estudio  de  problemas  planteados  por 
consideraciones  ideológicas  y no  realmente 
científicas.  La  literatura  es  confusa.  Hay  que 
ver  el  aborto  en  el  contexto  cultural,  religioso 
y legal  de  sociedades  específicas  en  tiempos 
particulares  entre  la  existencia  de  alternativas 
al  acto  del  aborto. 

Sin  embargo,  llama  la  atención  y nos  tien- 
de a confundir  el  hecho  probado  a través  de 
múltiples  estudios  de  que  el  aborto  intencio- 
nal no  produce  daños  psicológicos  significa- 
tivos; aún  más,  hay  estudios  en  Europa  que 
prueban  sufren  más  daños  aquellas  madres 
que  se  les  niega  la  posibilidad  de  abortar,  que 


aquellas  que  tienen  problemas  emocionales 
y se  les  aprueba  el  aborto.  Igualmente,  estu- 
dios hechos  con  los  hijos  de  las  madres  que 
se  les  rechazó  el  hacer  un  aborto  traen  evi- 
dencias de  que  estos  sufren  de  más  problemas 
psicosociales  que  los  hijos  de  embarazos  de- 
seados. 

En  términos  dé  salud  pública,  el  liberalizar 
el  aborto  en  Oregon  en  el  1969  ha  eliminado 
prácticamente  los  abortos  ilegales  y se  ha  asocia- 
do a una  reducción  en  las  tasas  de  premadurez, 
mortalidad  fetal  y ha  contribuido  a bajar  la  tasa 
de  mortalidad  sin  reducir  el  uso  de  métodos 
contraceptivos. 

En  términos  individuales  es  mucho  más 
importante  el  problema  del  embarazo  no  desea- 
do que  el  de  aborto.  La  pregunta  debería  ser, 
¿cómo  suplir  alternativas  para  reducir  a un  mí- 
nimo los  embarazos  no  deseados?  Pero  ésta  no 
es  la  pregunta  conflictiva.  La  que  sí  nos  preo- 
cupa es,  ¿debe  ser  el  aborto  inducido,  una  de 
estas  alternativas?  La  contestación  es,  que  ac- 
tualmente es  una  alternativa  y lo  ha  sido  por 
años  en  nuestro  pueblo  y la  gran  mayoría  de  los 
pueblos  desarrollados  de  la  Tierra.  Si  esto  es 
así,  ¿cuál  es  el  problema?  No  es  un  problema 
a nivel  individual  ya  que  ni  siquiera  los  valores 
religiosos  detienen  la  decisión  a ese  nivel;  ejem- 
plo, en  Nueva  York  el  por  ciento  de  mujeres 
que  abortan  de  religión  católica  siguen  el  por 
ciento  de  católicos  de  la  población  general. 
¿A  qué  nivel  es  que  surge  el  “issue”  del  aborto 
como  un  problema? 

Muchas  de  las  investigaciones  en  el  pasado 
se  ha  centralizado  en  determinar  si  el  aborto 
debe  ser  o no  legalizado.  Esta  pregunta,  al  pre- 
sente, no  es  científicamente  investigable  y los 
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investigadores  que  conocen  intensamente  el 
tema  recomiendan  concentrar  en  investigar  los 
servicios  de  aborto,  los  proveedores  de  los  ser- 
vicios y las  respuestas  de  los  pacientes  a dichos 
servicios. 

Aparentemente,  la  pregunta  es  más  de  ca- 
rácter ético,  moral  y legal  que  médico  cientí- 
fico. Sin  embargo  hay  información  médica  dis- 
ponible que  nos  podría  ayudar  a contestar  la 
pregunta,  ¿debemos  legalizar  el  aborto?  Los 
estudios  hechos  en  Nueva  York  tienden  a in- 
dicar que  las  personas  que  se  han  sometido 
a estos  procedimientos  no  han  sufrido  daños 
emocionales  y obviamente  se  han  reducido 
marcadamente  el  número  de  embarazos  y 
partos  no  deseados.  Los  efectos  de  carácter 
psicosocial  en  países  donde  esta  conducta 
es  sancionada  como  en  Japón,  obviamente 
son  menores. 

Ante  toda  esta  evidencia  científica  de 
que  el  daño  psicosocial  a nivel  individual  es 
mínimo,  ¿por  qué  en  Puerto  Rico  se  conti- 
núa haciendo  abortos  ilegales  y la  mujer  puer- 
torriqueña tiene  que  ir  a St.  Thomas  y Nueva 
York  hacerse  los  mismos  y no  puede  la  mujer 
pobre  de  escasos  recursos  utilizar  estos  ser- 
vicios? ¿Qué  factores  determinan  que  esta 
situación  prevalezca?  Podemos  mencionar 
los  proveedores  de  servicios,  entre  ellos,  los 
médicos.  Los  consumidores  de  servicios,  las 
mujeres;  los  guardianes  de  la  religión,  la  moral, 
la  ética  y los  valores  humanistas;  los  líderes 
religiosos,  filósofos  e intelectuales  y aquellos 
a cargo  de  palpar  el  consenso  social  y conver- 
tirlo en  norma  para  todos  los  legisladores. 

Los  proveedores  de  los  servicios,  los  mé- 
dicos, no  han  facilitado  el  establecimiento  de 
los  mismos  en  Puerto  Rico.  Es  obvio  que  los 
médicos  entrenados  para  salvar  vidas  no  pue- 
den (la  gran  mayoría)  envolverse  en  una  activi- 
dad dirigida  a eliminarla,  en  particular  sin  evi- 
dencia de  que  hay  disponibles,  visibles,  accesi- 
bles y eficientes  otras  alternativas  al  aborto. 

La  decisión  desde  el  punto  de  vista  mé- 


dico se  facilita  cuando  está  en  peligro  la  vida 
de  la  madre,  cuando  hay  evidencia  de  altas 
posibilidades  de  deformidades  congénitas  y 
cuando  el  embarazo  está  afectando  seriamen- 
te la  salud  mental  de  la  paciente.  Aún  entre 
estas  últimas  situaciones  y en  la  presencia  de 
consejería  para  ayudar  en  el  proceso  en  la 
toma  de  decisión,  son  muchos  más  los  médicos 
que  opinan  a favor  del  aborto,  que  los  que 
aceptan  hacerlo  personalmente.  Para  los  ciu- 
dadanos que  cuidan  de  los  principios  religiosos, 
morales  y éticos  es  clara  la  posición:  el  derecho 
de  nadie  prevalece  sobre  la  vida  de  un  ser  huma- 
no sin  importar  su  etapa  o desarrollo. 

Los  consumidores  de  servicios,  un  por 
ciento  relativamente  bajo  de  la  población  total, 
no  se  han  podido  organizar  efectivamente.  En 
parte,  quizás,  por  las  características  de  persona- 
lidad predominantes  en  aquellas  mujeres  que 
recurren  a las  clínicas  de  aborto.  Según  estu- 
dios estas  mujeres  se  perciben  como  que  no 
controlan  los  eventos  de  su  vida  y tienden  a 
medirse  más  por  las  respuestas  de  los  demás 
que  por  sus  propios  actos.  Para  muchas  el 
aborto  es  la  primera  decisión  personal,  indi- 
vidual sobre  un  evento  importante  de  su  vida. 
Una  vez  se  tiene  la  experiencia,  la  posible 
repetición,  que  depende  en  gran  medida  del 
uso  de  métodos  contraceptivos,  aumenta  en  la 
mujer  que  tiene  pobre  auto-imagen.  Una  auto- 

imagen  pobre  determina  más  la  posibilidad  de 
tener  y repetir  un  aborto  que  otros  factores 
como  los  religiosos,  la  raza,  la  clase  social  y 
económica. 

Es  obvio,  que  en  Puerto  Rico  no  ha  habido 
un  consenso  social  sobre  el  que  se  libere  legis- 
lación relacionada  con  aborto.  Los  legisladores 
usualmente  son  los  ciudadanos  más  hábiles  en 
palpar  ese  consenso  y hacerlo  realidad.  Sin  em- 
bargo, cada  día  y con  más  frecuencia,  los  po- 
líticos dejan  de  ser  guías  y líderes  de  su  pue- 
blo para  convertirse  en  seguidores  de  los  resul- 
tados de  las  encuentas  que  llevan  a cabo. 

A nivel  de  pueblo  sólo  podemos  especular 
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las  implicaciones  a largo  plazo  que  tendrá  el 
que  se  pase  una  ley  que  permita  el  aborto,  sin 
que  medien  serias  condiciones  de  tipo  médico 
y psiquiátrico  y se  ofrezca  un  servicio  profe- 
sional de  consejería  en  el  proceso  decisional. 

En  principio,  cuál  es  la  diferencia  funda- 
mental entre  privarle  de  su  vida  a una  persona 
en  formación  antes  de  las  doce  semanas,  a las 
catorce,  dieciséis  o veinte.  ¿Si  el  feto  no  se  con- 
sidera ciudadano  ya  que  no  tiene  capacidad 
funcional  por  sí  mismo,  será  el  deficiente  men- 
tal severo  y los  pacientes  inconscientes  los  próxi- 
mos en  los  cuales  se  legisle  su  muerte  por  pe- 
dido de  sus  familiares?  Aún  en  estos  casos  la 
diferencia  es  enorme.  En  las  personas  incons- 
cientes se  está  considerando  eliminar  medidas 
extraordinarias  para  mantener  la  vida.  En  el 
feto  es  interrumpir  un  desarrollo  sano  que 
espontáneamente  produciría  un  ser  vivo. 

Si  la  preñez  no  deseada  produce  muchos 
más  problemas  psicológicos  que  los  abortos 
y ésta  es  mucho  más  frecuente  que  los  mis- 
mos, ¿no  deberíamos  concentrar  nuestros  es- 
fuerzos en  reducir  el  número  de  embarazos 
no  deseados? 

Ante  la  realidad  del  uso  extendido  de  los 
contraceptivos,  de  la  reducción  marcada  en  el 
número  de  hijos  por  familias;  ¿hará  falta  que 
Puerto  Rico  se  envuelva  en  legislación  dirigida 
a establecer  servicios  de  aborto  por  demanda? 

Como  hemos  mencionado,  más  que  un 
problema  psicosocial  el  aborto  es  un  problema 
de  ética,  de  moral  cristiana,  un  problema  legal. 
Cada  pueblo  está  tomando  decisiones  basadas 
más  en  estos  factores  y en  la  disponibilidad  de 
otras  alternativas  que  en  las  implicaciones 
psicosociales  en  los  individuos. 

Personalmente,  espero  Puerto  Rico  siempre 
legisle  en  defensa  de  la  vida  humana  y nunca, 
legisle  la  muerte.  Nuestros  problemas  psico- 
sociales no  los  vamos  a reducir  trasmitiéndole 
indirectamente  a nuestro  pueblo  que  la  vida 
después  de  todo,  no  es  tan  importante  cuando 
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se  tiene  doce  o catorce  semanas.  Sin  embargo, 
va  a depender  de  todos  nosotros,  el  equipo  de 
salud,  los  proveedores  de  servicios  en  gran 
medida,  el  que  se  puedan  llevar  a cabo  abortos 
en  aquellos  casos  que  desde  el  punto  de  vista 
médico  psiquiátrico  se  consideren  necesarios 
para  salvaguardar  la  vida  y salud  física  y men- 
tal de  la  madre,  en  particular,  en  los  pacientes 
médico-indigentes. 

En  cuanto  al  rol  del  gobierno  en  la  presta- 
ción de  servicios  no  consideramos  moral  se  usen 
los  dineros  del  pueblo  para  hacer  abortos  por 
la  sola  razón  de  que  son  solicitados  para  la  con- 
veniencia de  la  madre. 

Los  servicios  de  salud  a ser  ofrecidos  por 
un  pueblo  deben  tratar  de  llenar  adecuadamente 
y por  igual  necesidades  fundamentales.  No 
deben  sustituir  la  responsabilidad  personal, 
no  deben  orientarse  primordialmente  por  la 
conveniencia  y comodidad  del  consumidor 
y menos  reducir  en  forma  alguna  el  aprecio 
por  la  vida  humana. 

A los  que  nos  traten  de  clasificar  en 
forma  peyorativa  como  un  pueblo  conser- 
vador, reaccionario  siempre  le  podemos  decir, 
son  muchas  las  razones  por  las  cuales  un  pue- 
blo no  legisla,  para  aprobar  que  se  interrumpa 
un  proceso  de  vida  a solicitud  conveniente 
de  los  portadores  de  la  misma.  Sólo  esperamos 
en  Puerto  Rico  nuestra  posición  actual  hacia 
el  aborto  sea  reflejo  del  aprecio  que  tenemos 
por  la  vida,  el  amor  por  nuestros  niños  y el  te- 
mor a intervenir  en  forma  indiscriminada  con 
el  mayor  regalo  que  hemos  recibido  de  Dios, 
LA  VIDA. 

En  resumen,  la  solución  sería  sencilla  si 
nos  limitáramos  a dar  al  César  lo  que  es  del 
César  y a Dios  lo  que  es  de  Dios  ....  pero  apa- 
rentemente, para  el  hombre  hay  muchas  cosas 
que  son  del  César  ....  y son  de  Dios  y el  embara- 
zo no  deseado  es  una  de  ellas. 
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EDITORIAL 


AÑO  INTERNACIONAL  DEL  NIÑO 


El  Año  Internacional  del  Niño,  1979,  fue  proclamado  por  la  Asamblea  General  de  las  Naciones 
Unidas  para  atraer  la  atención  del  mundo  hacia  los  derechos  y necesidades  del  niño. 

Durante  este  año  se  está  dando  importancia  al  desarrollo  de  medidas  que  beneficien  los  niños, 
tanto  en  su  salud  como  en  su  desarrollo  intelectual,  psicológico  y social.  Más  aún  se  intentará  buscar 
soluciones  a problemas  y a necesidades  de  los  niños  en  todas  las  naciones  del  mundo. 

Las  más  importantes  necesidades  de  los  niños  están  resumidas  en  la  Declaración  de  los  Derechos 
del  Niño  aprobada  el  20  de  noviembre  de  1 959. 

Los  niños  tienen  derecho  a recibir  amor,  comprensión,  protección  especial  para  asegurar  su  salud 
física  y mental  (2),  ya  sea  en  el  período  prenatal,  en  su  niñez  o adolescencia.  También  tienen  el  de- 
recho a ser  protegidos  contra  el  abandono,  la  crueldad  y la  explotación  indicándose  que  deben  figurar 
entre  los  primeros  en  recibir  protección  y socorro. 

Desde  el  punto  de  vista  social  el  niño  debe  disfrutar  de  todos  los  derechos  sin  distinción  de  raza, 
color,  sexo,  idioma,  religión  u otra  condición,  ya  sea  la  del  propio  niño  o de  su  familia.  El  niño 
tiene  derecho  a su  nombre  y nacionalidad  y a aprender  a ser  útil  a la  sociedad. 

La  Declaración  de  los  Derechos  del  Niño  por  las  Naciones  Unidas  nos  ofrece  unas  pautas  para 
elaborar  las  actividades  del  Año  Internacional  del  Niño. 

En  Puerto  Rico,  el  Departamento  de  Salud  con  la  participación  de  representantes  de  la  Aca- 
demia Americana  de  Pediatría  y de  la  Sección  de  Pediatría  de  la  Asociación  Médica  de  Puerto  Rico 
ha  diseñado  un  programa  de  actividades  relacionado  con  la  salud  del  niño.  Se  han  desarrollado  una 
serie  de  actividades  educativas  utilizando  los  medios  de  comunicación.  Los  pediatras  están  partici- 
pando en  un  programa  televisado  mensual  en  el  que  se  están  enfocando  cuatro  áreas  identificadas 
como  de  gran  importancia  para  la  salud  del  niño,  a saber;  prevención  de  accidentes,  promoción  de  la 
salud,  inmunizaciones  y nutrición. 

Además  se  han  iniciado  programas  de  salud  de  los  niños.  En  febrero  hubo  la  apertura  de  un  pro- 
grama para  niños  sordo-ciegos  en  las  facilidades  del  Hospital  Ruiz  Arnau;  en  mayo  se  está  planeando 
la  inauguración  del  Centro  Neonatal  del  Hospital  Universitario  de  Niños  para  servir  a los  recién  naci- 
dos enfermos  en  toda  la  Isla  de  Puerto  Rico. 

Es  de  esperarse  que  se  comiencen  muchas  más  actividades  para  beneficio  de  los  niños.  Tenemos 
la  esperanza  que  muchas  de  estas  actividades  estén  encaminadas  a reforzar  la  familia  que  es  la  base 
del  bienestar  de  los  niños. 

Este  ano  los  lideres  de  todos  los  países  deben  reconocer  el  derecho  del  niño  a vivir  en  un  mundo 
donde  haya  buenas  condiciones  de  salud,  nutrición  adecuada,  albergue  apropiado,  recreación  y segu- 
También se  debe  reconocer  la  necesidad  de  promover  legislación  en  relación  con  la  protección 
e los  mnos  en  las  multiples  instancias  en  que  las  decisiones  sobre  sus  vidas  están  en  manos  de  sus 
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guardianes  legales  y de  los  proveedores  de  los  servicios  de  la  salud.  Un  ejemplo  es  su  participación 
en  la  experimentación  humana,  situación  en  la  que  el  niño  no  puede  hablar  o actuar  por  sí  sólo  para 
dar  consentimiento.  Este  es  uno  de  muchos  para  los  cuales  se  deben  establecer  reglamentos  que  pro- 
tejan los  derechos  de  los  niños. 

Esperamos  que  las  actividades  del  Año  Internacional  del  Niño  generen  actitudes  y acciones 
para  que  los  adultos  se  hagan  responsables  de  que  los  niños  sean  atendidos  en  todas  sus  necesidades 
compartiendo  recursos,  conocimientos  y habilidades  internacionalmente,  y que  los  años  futuros  sean 
continuación  de  este  año  para  beneficio  perdurable  de  todos  los  niños  del  mundo. 


Marta  Valcárcel,  MD 
Profesora  de  Medicina  y Jefe 
Departamento  de  Pediatría  del 
Hospital  Universitario  de  Niños 


GRAPHICS 


Figure  1 A Figure  1 B 

CASE  NO.  1 

61-year  old  female  with  five  year  history  of  hypertension  treated  with  propranolol,  apresoline 
and  hydrochlorothiazide.  She  was  doing  well  until  the  day  of  admission,  when  she  suddenly  de- 
veloped severe  substernal  chest  pain  which  radiated  to  the  back  followed  in  a few  hours  by  symp- 
toms of  left  ventricular  failure.  Physical  examination  revealed  a BP  of  170/70  with  a HR  of  102 
beats/min.  The  peripheral  pulses  were  bounding.  Inspiratory  moist  rales  in  both  bases  were  pre- 
sent. Auscultation  of  the  heart  showed  a Grade  III/IV  diastolic  murmur  along  the  left  sternal  border 
as  well  as  a Grade  II/VI  ejective  systolic  murmur  at  the  base  which  radiated  to  the  neck.  Electro- 
cardiogram revealed  left  ventricular  hypertrophy  and  strain. 

CHOOSE  THE  CORRECT  ANSWER: 

A.  Aortic  stenosis,  and  acute  aortic  insufficiency  secondary  to  bacterial  endocarditis. 

B.  Chronic  aortic  dilatation. 

C.  Acute  dissecting  aneurysm  of  the  aorta  with  aortic  insufficiency. 

D.  Hypertensive  crisis  with  cerebral  vascular  accident. 

184 


185 


Volumen  71 
Núm.  5 


Migdalia  González,  MD 


Figure  2 B 


CASE  NO.  2 

63-year  old  male  with  history  of  trauma  to  the  chest  five  years  prior  to  admission.  There  was 
no  history  of  hypertension  or  evidence  of  valvular  disease. 


CHOOSE  THE  CORRECT  ANSWER: 

A.  Rheumatic  aortic  insufficiency  and  stenosis. 

B.  Traumatic  heart  disease  with  chronic  aneurysmal  dilatation  of  the  aorta. 

C.  Aortic  insufficiency  secondary  to  bacterial  endocarditis. 

D.  Arterial  hypertension  with  dilated  aortic  annulus  and  aortic  insufficiency. 


BoL  Asoc.  Méd.  P.  Rico 
Mayo  1979 


Graphics 


186 


The  correct  answer  to  the  first  case  is  letter  “C” 

Acute  dissecting  aneurysm  of  the  ascending  aorta  with  aortic  valve  and  carotid  artery  involve- 
ment. This  resulted  in  severe  aortic  insufficiency  and  left  ventricular  failure.  This  type  of 
dissection  needs  immediate  medical  and  surgical  treatment.  Figure  1-A  shows  the  false  aortic 
lumen  caused  by  the  dissection  of  the  aorta  (arrows).  Figure  1-B  shows  the  initial  concentric 
area  of  the  dissection  (arrows). 

The  correct  answer  to  the  second  case  is  letter  “B” 

Chronic  aneurysmal  dilatation  of  the  aorta  with  mild  aortic  insufficiency  probably  related  to 
the  blunt  trauma  to  the  chest  that  the  patient  received.  Figure  2 (A  & B)  shows  a huge  aneu- 
rysm of  the  ascending  aorta  (arrows).  There  is  no  evidence  of  dissection. 


Migdalia  González,  MD 
Cardiology  Section 
Veterans  Administration  Hospital 

San  Juan,  P.  R. 


RESUMENES 


AUMENTO  DE  MORTALIDAD  PERINATAL 
Y PREMATURIDAD  EN  EMBARAZOS  COM 
PLICADOS  POR  INFECCIONES  DEL  TRACTO 
URINARIO  EN  LA  MADRE 


Naeye,  R„  New  Engl.  J.  Med.  300:  819-821,  1979 

Los  efectos  en  el  feto  de  infecciones  del  tracto 
urinario  en  la  mujer  embarazada  han  sido  debatidos  en 
las  últimas  dos  décadas.  Se  ha  presentado  evidencia 
a favor  y en  contra  para  aumentos  en  la  tasa  de  morta- 
lidad perinatal,  aumento  en  la  frecuencia  de  partos 
antes  de  término  e infantes  de  un  peso  menor  para  la 
edad  gestacional.  El  estudio  presentado  se  diseñó  para 
determinar  las  causas  de  la  más  alta  frecuencia  de  partos 
prematuros,  muertes  fetales  y neonatales  asociados  a 
infecciones  del  tracto  urinario  durante  el  embarazo. 
La  tasa  combinada  de  mortalidad  perinatal  para  ocho 
desórdenes  fetales  y placentarios  comunes  fue  42  por 
1,000  nacimientos  en  los  infectados  vs.  21  por  1,000 
en  los  no-infectados.  Todos  los  excesos  de  mortalidad 
ocurrieron  cuando  las  infecciones  del  tracto  urinario 
ocurrieron  en  los  15  días  preparto.  Las  tasas  de  morta- 
lidad fueron  mayores  cuando  las  infecciones  urinarias 
co-existieron  con  hipertensión  materna  y acetonuria. 
Dos  terceras  partes  de  los  partos  prematuros  compli- 
cados a infecciones  del  tracto  urinario  se  asociaron  a 
hidramnios,  infecciones  bacterianos  del  líquido  amnió- 
tico  y placenta  abruptio.  Las  infecciones  del  tracto 
urinario  deben  tratarse  y manejarse  cuidadosa  y con- 
secutivamente. Para  otros  comentarios  editoriales, 
favor  de  leer  “Bacteriuria  and  Babies”  Stephen  H. 
Zinner,  New  Engl.  J.  Med.  300:  853-855,  1979. 

(Submitted  by  Carlos  H.  Ramírez  Ronda,  MD) 


PREVALENCE  OF  MITRAL  VALVE  PROLAP 


SE  IN  PRESUMABLY  HEALTHY  YOUNG 
MEN 


Darsee  J,  Mikolich  JR,  Nicoloff  NB,  Lesser  LE 

La  incidencia  de  prolapso  de  válvula  mitral  (PMV) 
se  estudió  en  107  varones  residentes  y estudiantes  de 
medicina  saludables.  Auscultación  en  varias  posiciones 
y ecocardiografía  en  descanso  y tras  uso  de  nitrito  de 
inspiración.  Once  de  101  donde  se  consiguió  ecocardio- 
grama  tenían  hallazgos  anormales  en  auscultación,  cua- 
tro con  clicks  sistólicos  y siete  con  clicks  y soplo  meso- 
sistólicos.  Todas  las  personas  con  click  y soplo  tenían 
PVM  por  ecocardiografía.  Ninguno  de  los  90  sin  ha- 
llazgos auscultatorios  o con  clicks  solitarios  tenían  PVM 
por  ecocardiograma.  Los  siete  sujetos  con  PMV  tenían 
anormalidades  en  el  aparato  esqueletal  del  tórax  pero 
solo  uno  tenía  síntomas.  Este  estudio  comprueba  que 
la  incidencia  en  hombres  normales  de  PMV  es  parecido 
al  de  las  mujeres  (6-10  por  ciento)  y que  está  asociado 
a anormalidades  de  la  caja  pectoral  esquelética. 


EL  HOMBRO  DOLOROSO 


Bland,  J.,  Merrit,  J.  A.,  Boushey,  D.  R.:  Seminars  in  Arthritis 
and  Rheumatism.  1977,  VIII:  1 - 35-46 

El  hombro,  una  región  anatómica  de  dolor  muy 
frecuente  en  la  práctica  de  la  medicina,  nos  lleva  a un 
análisis  clínico  y bastante  preciso  de  la  identificación 
de  la  estructura  o estructuras  dolorosas.  Una  vez  se 
identifiquen,  un  manejo  rápido  y efectivo  se  puede 
aplicar  con  una  buena  prognosis.  Se  debe  identificar 
precozmente  el  síndrome  doloroso  para  disminuir 
su  duración  y retornar  a ese  hombro  a su  función  nor- 
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mal.  Aunque  parezca  raro,  no  se  requieren  comun- 
mente exámenes  de  laboratorios  y de  Rayos  X para 
el  diagnóstico  y tratamiento. 

Le  han  adscrito  muchos  nombres  confusos  a la 
gran  variedad  de  síndromes  del  hombro  doloroso,  pero 
se  pueden  agrupar  en  dos  grandes  categorías: 

La  primera,  que  se  asocia  con  dolor  intenso,  pero 
con  poca  o ninguna  limitación  de  movimiento  del  hom- 
bro y en  la  cual  la  estructura  dolorosa  y sensitiva  es  el 
tendón  o la  vaina  de  éste. 

La  segunda,  se  asocia  con  ambos  dolor  y limi- 
tación de  movimiento  tanto  a los  ejercicios  activos 
como  pasivos  y en  la  cual  las  estructuras  dolorosas 
son  la  cápsula,  bursa  y el  sinovio;  a la  vez  que  el  mús- 
culo y varios  tendones. 

El  tratamiento  para  el  síndrome  del  hombro 
doloroso  en  general  incluye:  educar  al  paciente  en 
relación  con  su  problema,  prognosis  y recuperación; 
calor  alternando  con  hielo;  ejercicios  de  Codman  (de 
péndulo);  ejercicios  para  aumentar  el  arco  de  movi- 
miento; aspirina  por  10  días  y cada  6 horas,  con  leche 
o antiácidos;  infiltración  de  ese  hombro  con  una  com- 
binación de  esteroides  y anestésicos  locales  - como  la 
xilocaína;  analgésicos  y un  tratamiento  corto  con 
esteroides,  (tipo  prednisona). 

(Submitted  by  Alfredo  Vélez  Ponce,  MD) 


TOMOGRAFIA  COMPUTARIZADA:  POTEN 
CIAL  COMO  PREDICTOR  DE  RECUPERA 
CION  FUNCIONAL  DESPUES  DE  UN  ACCI 
DENTE  CEREBROVASCULAR 


Miller,  L.  S.,  Miyameto,  A.  — Archives  of  Physical  Medicine 
and  Rehabilitation; 60:  108-114,  1979. 

En  un  periodo  de  seis  meses  se  tomaron  40  pa- 
cientes con  diagnóstico  de  infarto  cerebral  y se  les 
practicó  estudios  de  tomografía  computarizada.  Era 
el  propósito  de  este  estudio  evaluar  la  relación  entre 
la  localización  y tamaño  de  la  lesión  y el  estado  fun- 
cional del  paciente  en  el  momento  de  ser  dado  de 
alta  y en  las  visitas  de  seguimiento. 


Resúmenes 

Los  resultados  de  las  tomografías  computari- 
zadas  se  dividieron  en  los  siguientes  grupos: 

1.  profundos  (con  envolvimiento  de  gan- 
glios básales,  cápsula  interna  y tálamo). 

2.  superficial  • grande  y pequeño  (envolvi- 
miento del  hemisferio  cerebral  hasta,  e 
incluyendo,  la  cápsula  externa). 

3.  normal 

Los  pacientes  se  dividieron  en  dos  grupos  al  ser 
dados  de  alta:  grupo  A (desde  asistencia  mínima  hasta 
independencia  en  ambulación  y transferencias),  grupo 
B (aástencia  de  moderada  a máxima  en  transferencias 
y máxima  en  ambulación). 

De  11  pacientes  con  lesiones  superficiales  pe- 
queñas, 10  se  encontraban  en  el  grupo  A.  Diez  (10) 
de  13  pacientes  con  lesiones  profundas  estaban  en  el 
grupo  B.  De  10  pacientes  con  lesiones  superficiales 
grandes,  5 estaban  en  el  grupo  A y 5 en  el  grupo  B. 
Todos  los  pacientes  con  estudios  normales  se  encon- 
traban en  el  grupo  A.  De  esta  forma  vemos  que  los 
resultados  de  las  tomografías  computarizadas  parecen 
estar  asociados  con  el  grado  de  recuperación  funcional. 

(Submitted  by  Jesús  A.  Maldonado,  MD). 


THE  ROLE  OF  BRIEF  FAMILY  THERAPY 
IN  MEDICAL  REHABILITATION 


Cole,  C.  M.  - J.  Rehab.,  44:  4 - 29-31,  1978 

Evidencia  continúa  acumulándose  en  soporte 
de  terapia  de  familia  como  un  modo  de  intervención 
triunfante  a problemas  encontrados  en  el  diario  vivir. 
Aunque  este  “approach”  ha  sido  utilizado  principal- 
mente en  disturbios  emocionales  y de  comportamiento 
de  origen  no-físico,  actualmente  se  ha  tomado  interés 
en  aplicar  estas  técnicas  para  suavizar  el  “stress”  fami- 
liar asociado  con  enfermedad  médica  severa  . El  ra- 
cionamiento en  ambos  instantes,  asume  que  miedo  y 
dificultades  que  afecten  un  miembro  de  la  familia 
se  pueden  sentir  a través  de|  sistema  familiar  y resul- 
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Resúmenes 


tar  en  interrupción  de  patrones  de  interacción  de  cos- 
tumbre. 

En  adición  al  paciente  identificado,  miembros 
de  la  familia  también  pueden  ser  devastados  emocio- 
nalmente al  conocer  de  un  diagnóstico  como  cáncer 
o enfermedad  del  corazón.  Una  vez  el  impacto  inicial 
de  la  crisis  médica  pasa,  sin  embargo,  el  individuo  tiene 
que  regresar  al  ambiente  del  hogar  a comenzar  un 
período  de  continuado  tratamiento  y rehabilitación. 
Es  en  este  momento  que  numerosos  ajustes  en  ruti- 
nas diarias  (ocupacionales,  financieras,  maritales,  entre 
padres  e hijos)  necesitan  acomodo  a un  cambio  en  sa- 
lud física.  Proveer  una  oportunidad  a familias  a anti- 
cipar y explorar  estos  problemas  a través  del  período 
de  recuperación  se  puede  ver  como  altamente  bene- 
ficioso. Este  artículo  describe  el  papel  de  terapia  fa- 
miliar corta  como  un  elemento  adicional  en  rehabili- 
tación médica  llevándose  a cabo.  Específicamente, 
el  autor  escogió  el  lugar  de  un  programa  de  rehabilita- 
ción cardíaca,  ya  que  éste  sirve  en  la  actualidad  como 

consultor  y consejero  con  este  grupo.  Algunas  de  las 
dificultades  con  pacientes  cardíacos  y una  descripción 
corta  de  todo  el  esfuerzo  de  rehabilitación  es  presen- 
tado. Luego  se  discute  el  papel  del  terapista  familiar 
y los  pasos  generales  de  intervención. 

(Submitted  by  Rafael  Alvarez,  MD) 


IDIOPATHIC  HYPERTROHIC  SUB  AORTIC 
STENOSIS  IN  THE  YOUNG 


Fiddler,  GI,  Tajik,  AJ,  Weidmann,  WH,  McGoon,  D,  et  al  — 
Am.  J.  CArdiol.  42:  793,  Nov.  1978. 

Es  una  miocardiopatía  primaria,  idiopatica,  con 
hipertrofia  asimétrica  del  ventrículo  izquierdo  afec- 
tando principalmente  al  septo  interventricular.  Se 
estudiaron  36  pacientes  entre  las  edades  de  5 meses 
y 20  años.  Un  64  por  ciento  presentó  síntomas:  dis- 
nea, angina  y síncope. 


A base  del  manejo  se  dividieron  en  3 grupos: 
los  operados  (16),  de  los  cuales  4 murieron;  los  que 
recibieron  propanolol  (7),  todos  sobrevivieron,  y los 
que  no  recibieron  tratamiento  alguno,  (13),  de  los 
cuales  7 murieron.  Esta  condición  es  seria  y puede 
presentarse  a cualquier  edad.  Su  diagnóstico  clínico 
no  es  fácil,  pero  con  los  hallazgos  ecocardiográficos 
puede  sospecharse  y se  confirma  por  el  cateterismo 
cardíaco. 

El  tratamiento  quirúrgico  produce  una  mejoría 
de  los  síntomas,  aunque  no  disminuye  el  riesgo  de 
muerte  súbita.  Todos  los  pacientes  con  esta  condición 
deben  recibir  tratamiento  con  propranolol. 

( Submitted  by  Dr.  Villavicencio) 


FUSION  HIPOTALAMICA  PITUITARIA  A 
DRENAL  EN  ASMA  BRONQUIAL  EXTRIN 
SICA 


Chest,  enero  1979 

La  función  del  eje  HPA  en  un  grupo  de  25  pa- 
cientes cuidadosamente  seleccionados  se  investigó 
midiendo  los  niveles  plasmáticos  de  ACTH  y de  11  de 
Oxicortisol,  luego  de  la  administración  de  Metopirona, 
y en  nivel  de  Cortisol  luego  de  la  estimulación  con 
Corticotropina.  Del  estudio  se  desprende  que  no  hay 
diferencia  entre  los  valores  observados  entre  los  pa- 
cientes asmáticos  y en  sujetos  normales  pareados  para 
edad  y sexo.  El  estudio  demostró  que  ni  el  nivel  de 
ACTH  circulante  ni  de  11  de  Oxicortisol  corelaciona 
con  la  duración  del  asma  ni  con  la  severidad  de  la  con- 
dición. Los  estudios  previos  que  han  sugerido  abnor- 
malidades en  el  eje  HPA,  probablemente  se  han  debido 
a una  selección  inadecuada  de  pacientes  o métodos  no 
fidedignos  y a la  variabilidad  normal  entre  la  inyección 
de  ACTH  y la  estimulación  con  Metapirona.  El  uso  de 
ACTH  empíricamente  en  pacientes  asmáticos,  no  tiene 
ninguna  validez  ni  fundamento  fisiológico. 

(Sometido  por  Ramón  Figueroa  Lebrón,  MD) 


We've  been  delivering  for 
four  generations--and  still  cost  less. 


Carnation  Evaporated  Milk  formulas  have  been 
raising  strong,  healthy  babies  since  1899-delivering 
the  good,  sound,  natural  nutrition  newborns  and 
infants  thrive  on.  You  see,  Carnation  Evaporated  Milk 
has  naturally  occurring  protein  with  all  other 
nutrients  intact.  You  indicate  vitamins,  iron 
and  carbohydrates  to  meet  each  baby’s  needs. 
Importantly,  a whole  formula  made  with 
Carnation  Evaporated  Milk  still  costs  new 
mothers  less  than  any  other.  Carnation 
Evaporated  Milk. ..for  four  generations.  The 
babies  under  your  care  will  thrive  on  it,  too. 


I FREE!  Send  for  sample  copies  of  these  informative 
■ patient  oriented  booklets:  "Preparing  Your  Baby's  For- 
mula," "You  and  Your  Contented  Baby"  Mail  to:  Carna- 
tion Company,  GPO  Box  682,  San  Juan,  Puerto  Rico, 

1 00936. 

I 

Name 

Address 

City 

State Zip 

1 Proximate  analysis  (per  100g):  Moisture  73. 7g; 

I Fat  7.9g;  Protein  7.0g;  Ash  1.5g;  Carbohydrate  9.9g; 

I Calories  138;  Vitamin  A 320  I U ; Vitamin  D 79  III. 

, CARNATION  - EVAPORATED  MILK,  CARNATION  COMPANY 
j^LOS  ANGELES,  CA  90036. 


vllphadenn 

Thel%  hydrocortisone  shown 
to  be  as  effective  as  betamethasone 

valerate  0.1% 


in  the  management  of 
atopic  eczema,  contact 
dermatitis,  and  % 
neurodermatitis^ 


m 


It’s  the  base  that  makes  the  difference 

It’s  the  base  that  delivers  the  increased  effectiveness  of  hydrocorti- 
sone. The  Alphaderm  delivery  system  is  stabilized  10%  urea  in  a starch-cell 
matrix,  which  is  suspended  with  micronized  hydrocortisone  in  a water-in- 
lipid  emulsion.  This  enhances  the  penetration  of  hydrocortisone  for  max- 
imum clinical  effectiveness1'7  and  reduces  the  stinging  and  burning  which 
accompanies  other  urea-hydrocortisone  preparations. 


Effectiveness  equal  to  betamethasone 
valerate  in  atopic  eczema 

RESULTS  from  a controlled,  double-blind  study'  of  36  patients 


| Alphaderm 
| betamethasone 


In  atopic  eczema,  contact  dermatitis,  and  neurodermatitis 

RESULTS  from  a controlled,  double-blind  study2  of  49  patients. 


Good 


Fair 


Deterioration 


Safety  of  hydrocortisone  unaltered 

Because  the  base  increases  hydrocortisone  penetration,  there  is  no 
need  for  fluorination.  ALPHADERM  delivers  clinical  efficacy  without 
altering  the  safety  inherent  in  the  basic  hydrocortisone  molecule.1-4 

A cream  that  acts  like  an  ointment 

■ Provides  emolliency  like  an  ointment— yet  vanishes  like  a cream. 

■ Provides  hydration  to  keep  skin  soft  and  supple,  relieves  xerotic  scaly 
conditions. 

■ Paraben  and  lanolin  free. 

Considerable  savings 

In  most  cases,  Alphaderm  offers  greater  economy  than  the  fluorinated 
steroids:  30  gm  of  Alphaderm  cost  approximately  33%  less  than  an 
equivalent  amount  of  betamethasone  valerate  0.1  %.+ 


Alphaderm 

1%  hydrocortisone 

Norwich-Eaton  Pharmaceuticals 

Division  of  Morton-Norwich  Products,  Inc  ® 
Norwich,  New  York  13815 


Regroton"/Demi-Regroton 


Alphaderm 

1%  hydrocatisone 

DESCRIPTION:  Contains  hydrocortisone  1 % in 
a powder-in-cream  base  incorporating  a hyper- 
molar solution  of  urea  (carbamide),  purified  water, 
sorbitol,  polyoxyethylene  fatty  glyceride,  starch, 
white  petrolatum,  triglycerides  of  saturated  fatty 
acids,  isopropyl  myristate  and  sorbitan  mono- 
laurate.  The  near  neutral  pH  of  the  formulation  is 
made  possible  by  the  stabilized  delivery  system  in 
which  urea  is  absorbed  by  a polysaccharide 
powder  matrix  Alphaderm  Cream  is  hypoaller- 
genic and  contains  no  parabens  or  lanolin 

INDICATIONS:  For  relief  of  the  inflammatory 
manifestations  of  corticosteroid-responsive  der- 
matoses. 

CONTRAINDICATIONS:  Topical  steroids  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparation, 

PRECAUTIONS:  If  irritation  develops,  the  prod- 
uct should  be  discontinued  and  appropriate  ther- 
apy instituted 

In  the  presence  of  an  infection,  the  use  of  an 
appropriate  antifungal  or  antibacterial  agent 
should  be  instituted  If  a favorable  response  does 
not  occur  promptly,  the  corticosteroid  should  be 
discontinued  until  the  infection  has  been  ade- 
quately controlled 

If  extensive  areas  are  treated  or  if  the  occlusive 
technique  is  used,  there  will  be  increased  sys- 
temic absorption  of  the  corticosteroid  and  suitable 
precautions  should  be  taken,  particularly  in  chil- 
dren and  infants 

Although  topical  steroids  have  not  been 
reported  to  have  an  adverse  effect  on  human 
pregnancy,  the  safety  of  their  use  in  pregnant 
women  has  not  absolutely  been  established.  In 
laboratory  animals,  increases  in  incidence  of  fetal 
abnormalities  have  been  associated  with  expo- 
sure of  gestating  females  to  topical  corticoste- 
roids, in  some  cases  at  rather  low  dosage  levels 
Therefore,  drugs  of  this  class  should  not  be  used 
extensively  on  pregnant  patients,  in  large 
amounts,  or  for  prolonged  periods  of  time 

The  product  is  not  for  ophthalmic  use 

ADVERSE  REACTIONS:  The  following  local 
adverse  reactions  have  been  reported  with  topi- 
cal corticosteroids,  especially  under  occlusive 
dressings 

1 burning,  2 itching,  3.  irritation;  4 dryness;  5 
folliculitis;  6 hypertrichosis;  7 acneiform  erup- 
tions. 8 hypopigmentation;  9 perioral  dermatitis, 
10  allergic  contact  dermatitis;  11.  maceration  of 
the  skin.  12  secondary  infection;  13  skin  atrophy; 
14  striae.  15,  miliaria 

DOSAGE  AND  ADMINISTRATION:  Apply  a 
small  quantity  of  Alphaderm  Cream  to  affected 
areas  twice  daily  Because  it  has  a near  neutral  pH , 
Alphaderm  Cream  may  be  rubbed  in  well  with 
minimal  incidence  of  irritation  or  stinging  even 
when  applied  to  abrasions  or  to  areas  of  broken 
skin 

HOW  SUPPLIED:  Alphaderm  Cream  is  avail- 
able in  tubes  of  30  and  100  g 

REFERENCES:  I.AImeyda  J,  Burt  BW  Br  J 
Dermatol 91  579-583, 1974  2.  Jacoby  RH,  Gilkes 
JJ  Curr  Med  Res  Opm  2 474-481.  1974  3.  Kahn 
SA  Accepted  for  publication  in  Practitioner  4. 
Kahn  SA,  Williamson  DM  Curr  Med  Res  Opm 
5 354-358,  1978  5.  Ayres  PJ,  Hooper  G Br  J 
Dermatol  (to  be  published)  6.  Feldman  RJ,  Mai- 
bach  HI  Arch  Dermatol  109  58-59, 1974  7.  Ayres 
PJ,  in  Marks  R,  Dykes  PJ  (eds).  The  Ichthyoses, 
Spectrum,  1978 

Norwich-Eaton  Pharmaceuticals 

Division  of  Morton-Norwich  Products,  Inc  ° 
Norwich,  New  York  13815 


Brief  Summary 

Indication : Hypertension.  (See  box  warning.) 
Contraindications:  Mental  depression, 
hypersensitivity,  and  mosteases  of  severe  renal  or 
hepatic  diseases. 

Warnings: 

These  fixed  combination  drugs  are  not  indicated 
for  initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual  patient. 

If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


Use  with  caution  in  patients  with  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease. 
Regroton  or  Demi-Regroton  may  potentiate 
action  of  other  antihypertensive,  ganglionic  and 
peripheral  adrenergic-blocking  drugs.  Sensitivity 
reactions  may  occur  in  allergic  and  asthmatic  patients. 
Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in 
pregnancy  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  The  use  of  chlorthalidone  and 
related  drugs  in  pregnant  women  requires  that  the 
anticipated  benefits  of  the  drug  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include 
fetal  orneonatal|aundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have  occurred 
in  the  adult.  Use  with  care  in  nursing  motherssince 
thiazides  and  reserpine  cross  the  placental  barrier  and 
appear  in  cord  blood  and  breast  milk.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reserpine-treated 
mothers.  If  use  of  the  drug  is  essential,  the  patient 
should  stop  nursing  Precautions:  Antihypertensive 
therapy  with  these  drugs  should  always  be  initiated 
cautiously  in  postsympathectomy  patients  and  in 
patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  these  agents  two  weeks  prior 
to  elective  surgical  procedures.  In  emergency  surgery, 
use  anticholinergic  or  adrenergic  drugs  or  other 
supportive  measures  if  needed.  Because  of  the 
possibility  of  progression  of  renal  damage,  periodic 
kidney  function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  is  aggravated  (hepatic 
coma  may  be  precipitated) . Patients  receiving 
chlorthalidone  should  have  periodic  determination  of 
serum  electrolytes  and  should  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  imbalance  (hyponatremia, 
hypochloremic  alkalosis  and  hypokalemia),  particularly 
if  they  are  receiving  digitalis,  parenteral  fluids,  or  are 
vomiting  excessively.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Digitalis 
therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial 
activity.  Any  chloride  deficit  is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  in  liver  disease  or 
renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may 
occur  or  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged  and  latent  diabetes  mellitus 
may  become  manifest.  Chlorthalidone  and  related 
drugs  may  decrease  arterial  responsiveness  to 
norepinephrine.  Chlorthalidone  and  related  drugs  may 
decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance.  Use  cautiously  in  patients  with  ulcerative 
colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  in  susceptible  patients. 
Adverse  Reactions : These  drugs  are  generally  well 
tolerated.  The  most  frequent  adverse  reactions  are 
anorexia,  nausea,  vomiting,  gastric  irritation,  diarrhea, 
constipation,  headache,  dizziness,  weakness,  muscle 
cramps,  nasal  congestion,  drowsiness  and  mental 
depression.  Other  potential  side  effects  include  skin 
rash,  urticaria,  ecchymosis;  hyperglycemia  and 
glycosuria  (diabetics  should  be  checked  regularly), 
hyperuricemia  and  acute  gout,  and  impotence.  With 
chlorthalidone : restlessness,  transient  myopia;  dysuria, 
orthostatic  hypotension  (may  be  potentiated  by  alcohol, 
barbiturates  or  narcotics),  rare  idiosyncratic  reactions 
such  as  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  purpura, 
necrotizing  angiitis  and  Lyell's  syndrome  (toxic 
epidermal  necrolysis):  pancreatitis  when  epigastric  pain 
or  unexplained  G . I . symptoms  develop  after  prolonged 


Continued  on  facing  page 


All  three 
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Demi-Regroton 

F^rh  t^hlpt  nrn\/irlPQ- 


Each  tablet  provides: 
chlorthalidone  USP  25  mg.,  reserpine  USP  0.125  mg. 


one 
a day 


Combines  three  important  extra  benefits 


24-hour 

activity 

with  the  most  widely 
Drescribed  long-acting 
diuretic 

rief  Summary  continued 

dministration ; other  reactions  reported  with  this  class 
' compounds  include  jaundice,  xanthopsia, 
aresthesia,  and  photosensitization.  With  reserpine: 
ngina  pectoris,  bradycardia,  ectopic  cardiac  rhythms 
¡ specially  with  digitalis);  blurred  vision,  conjunctival 
liection,  uveitis,  optic  atrophy,  glaucoma,  deafness, 
creased  gastric  secretions,  dull  sensorium, 
jiradoxical  anxiety,  nightmares,  reversible  paralysis 
jjitans  syndrome,  dyspnea,  weight  gain,  dryness  of 

musv  SV  Laboratories  Inc. 

* WOfíATOR/GS  Manati,  P R.  00701 


Low-dosage 

efficacy 

to  reduce  potential  for 
dose-related  side  effects 


mouth,  increased  susceptibility  to  colds,  decreased 
libido,  skin  flushing  and  pruritus.  Dosage:  Should  be 
determined  by  individual  titration.  (See  box  warning.) 
Dosage  of  either  Regroton  or  Demi-Regroton  for  most 
patients  is  one  tablet  once  a day. 

How  Supplied : Regroton  as  pink,  round,  single-scored 
tablets  in  bottles  of  1 00  and  1 000:  Demi-Regroton  as 
white,  round  tablets,  bottles  of  1 00. 


One-a-day 

dosage 

for  improved  patient 
compliance 


and  when  full-dose 
therapy  is  indicated 

Regroton^ 

Each  tablet  provides  chlorthalidone  USP  50  mg 
reserpine  USP  0 25  mg 

See  facing  page  for  Brief  Summary 


All  dear  in 
Miami 


Ordinary  topical  cortico- 
steroids are  generally  not 
recommended  when  infection 
complicates  dermatoses  * 
That’s  why  your  patients  need 
Vioform-Hydrocortisone. 

Because  Vioform- 
Hydrocortisone  provides 
four- way  action  in  just  one 
preparation — antibacterial 
and  antifungal,  as  well  as 
antipruritic  and  anti- 
inflammatory actions.  Think 
af  it  first  for  thorough,  fast 
clearing  of  skin  problems  on 
Vliami. . . or  on  any  beach. 

This  drug  has  been  evaluated  as  possibly  ef- 
ective  for  these  indications. 

/ioform^Hydrocortisone 

iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research 
Council  and  or  other  information.  FDA  has 
classified  the  indications  as  follows 
"Possibly"  effective:  Contact  or  atopic  der- 
matitis. impetigimzed  eczema:  nummular 
eczema,  infantile  eczema:  endogenous 
chronic  infectious  dermatitis,  stasis  der- 
matitis. pyoderma,  nuchal  eczema  and 
chronic  eczematoid  otitis  externa,  acne  ur- 
ticata.  localized  or  disseminated  neuroder- 
matitis.  lichen  simplex  chronicus.  anogenital 
pruritus  (vulvae.  scroti,  am):  folliculitis,  bacte- 
rial dermatoses,  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis): 
moniliasis:  intertrigo 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 


OMTRAINDICATIONS 

'persensitivity  to  Vioform-Hydrocortisone.  or 
y of  its  ingredients  or  related  compounds. 

;ions  of  the  eye.  tuberculosis  of  the  skin,  most 
al  skin  lesions  (including  herpes  simplex,  vac- 
ua. varicella) 


WARNINGS 

This  product  is  not  tor  ophthalmic  use 

In  the  presence  of  systemic  infections,  appropn 

ate  systemic  antibiotics  should  be  used 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  reported 
to  have  an  adverse  effect  on  pregnancy,  the 
safety  of  their  use  in  pregnant  women  has  not 
been  absolutely  established  In  laboratory  ani- 
mals. increases  in  incidence  of  fetal  abnor- 
malities have  been  associated  with  exposure  of 
gestating  females  to  topical  corticosteroids  in 
some  cases  at  rather  low  dosage  levels  There- 
fore. drugs  of  this  class  should  not  be  used  ex- 
tensively on  pregnant  patients  in  large  amounts  or 
for  prolonged  periods  of  time 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare 
cases.  If  irritation  occurs,  discontinue  therapy 
Staining  may  occur 

Signs  and  symptoms  of  systemic  toxicity,  electro- 
lyte imbalance,  or  adrenal  suppression  have  not 
been  reported  with  Vioform-Hydrocortisone 
Nevertheless,  the  possibility  of  suppression  of  the 
pituitary-adrenal  axis  during  therapy  should  be 
kept  in  mind,  especially  when  the  drug  is  used 
under  occlusive  dressings,  for  a prolonged 
period,  or  for  treating  extensive  cutaneous  areas 
since  significant  absorption  of  corticosteroid  may 
occur  under  these  conditions  particularly  in  chil- 
dren and  infants 

Vioform  may  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests  If  such  tests 
are  contemplated,  wait  at  least  one  month  be- 
tween discontinuation  of  therapy  and  perfor- 
mance of  these  tests  The  ferric  chloride  test  for 
phenylketonuria  (PKU)  can  yield  a false-positive 
result  if  Vioform  is  present  in  the  diaper  or  urine 
Prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  requiring  appropriate 
therapy 

ADVERSE  REACTIONS 

There  have  been  a few  reports  of  rash  and  hyper- 
sensitivity The  following  local  adverse  reactions 
have  been  reported  with  topical  corticosteroids, 
especially  under  occlusive  dressings  burning 
itching,  irritation,  dryness,  folliculitis,  hyper- 
trichosis. acneiform  eruptions  hypopigmentation 
perioral  dermatitis,  allergic  contact  dermatitis, 
maceration  of  the  skin  secondary  infection  skin 


atrophy,  striae:  miliaria  Discontinue  therapy  if 
any  untoward  reaction  occurs 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  to  the  affected  parts  3 or  4 
times  daily. 

The  Cream,  because  of  its  slight  drying  effect,  is 
primarily  useful  for  moist,  weeping  lesions:  the 
Lotion  is  particularly  suitable  for  application  be- 
hind the  ears  and  in  intertrigmous  areas  of  the 
body:  the  Ointment  is  best  used  for  dry  lesions 
accompanied  by  thickening  and  scaling  of  the 
skin 

The  Mild  Cream  and  Mild  Ointment  should  be 
used  w'-’en  treating  lesions  involving  extensive 
body  areas  or  less  severe  dermatoses. 

HOW  SUPPLIED 

Cream . 3%  lodochlorhydroxyqum  and  1%  hydro- 
cortisone in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petro- 
latum, sodium  lauryl  sulfate,  and  glycerin  in 
water,  tubes  of  5 and  20  Gm. 

Ointment,  3%  lodochlorhydroxyqum  and  1% 
hydrocortisone  in  a petrolatum  base,  tubes  of  20 
Gm 

Lotion.  3%  lodochlorhydroxyqum  and  1%  hydro- 
cortisone in  a water-washable  base  containing 
stearic  acid,  cetyl  alcohol,  lanolin,  propylene 
glycol,  sorbitan  trioleate,  polysorbate  60. 
triethanolamine,  methylparaben,  propylparaben, 
and  perfume  Flora  in  water:  plastic  squeeze 
bottles  of  15  ml. 

Mild  Cream,  3%  lodochlorhydroxyqum  and  0 5% 
hydrocortisone  in  a water-washable  base  contain- 
ing stearyl  alcohol,  cetyl  alcohol,  stearic  acid, 
petrolatum,  sodium  lauryl  sulfate,  and  glycerin  in 
water:  tubes  of  Vfe  and  1 ounce 
Mild  Ointment.  3%  lodochlorhydroxyqum  and 
0 5%  hydrocortisone  in  a petrolatum  base:  lubes 
oM  ounce  C78-19(9  78)665661 

187-90744 

Cl  BA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 


Vioform- 

Hydrocortisone 

(lodochlorhydroxyqum 
and  hydrocortisone) 


The  most  widely 
prescribed  form . . . 
20-gm  Cream 


C I B A 


The  functional  bowel  and 

other  unexplained  G.I.  disturbances... 

LACT-AID 

FOR  LACTOSE  INTOLERANCE 


Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handle  lactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendents  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
U.S.  alone. 


Therefore,  lactose  intolerance  should  be 
an  immediate  consideration  when  there  are  G.I. 
complaints  of  unknown  etiology. 

Suspect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 


Puerto  Rico  Distributor: 

Nutricen  tro 
Apartado  11368 

Caparra  Heights,  Puerto  R co  00922 
Teléfono  783-3123 

f 


Q.  Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 
Probably  not.  One  packet  of  Lact-Aid'properly 
mixed  with  one  quart  of  milk  provides  sufficient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
into  the  simple  sugars,  galactose  and  glucose,  for 
easy  absorption.  Two  packets  can  effect 
quantitative  conversion. 

SugarLo  Company,  P.O.  Box  1017,  Atlantic  City,  NJ 
08404.  Write  for  literature  and  ordering  information. 


Lict-Ak) 

LACTASE  ENZYME 

the  answer 
to  lactose 
intolerance 


Ingredients:  Glucose,  Lactase  enzyme  from  Saccharomyces 
( Kluyveromyces)  lactis  yeast  (4000  ONPG  units  each 
0.7  gram  packet),  food  grade  silicate  as  anti-caking  agent. 
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Endocrinology  and  Metabolism,  Oncology 


1979 


COURSE  NO.  A08 


COURSE  NO.  A01 

Kansas  City,  MO  Nov.  1 5-1 6 

Co-Spons„rs:  Saint  Louis  University  School  of 
Medicine;  Washington  University  School  of 
Medicine;  University  of  Missouri-Kansas 
City  School  of  Medicine;  and  University  of 
Missouri-Columbia  School  of  Medicine 

Director:  Michael  C.  Perry,  M.D.,  F.A.C.P. 

Co-Director:  Jay  Morris,  M.D. 

COURSE  NO.  A02 

Memphis,  TN  Nov.  29-30 

Co-Sponsors:  Meharry  Medical  College; 
University  of  Tennessee  College  of  Medicine; 
and  Vanderbilt  University  School  of  Medi- 
cine 

Director:  Gene  H.  Stollerman,  M.D.,  M.A.C.P. 

Co-Directors:  Edward  E.  Mays,  M.D., 
F.A.C.P.,  and  Grant  W.  Liddle,  M.D., 
F.A.C.P. 

COURSE  NO.  A03 

New  Orleans,  LA  Nov.  29-30 

Co-Sponsors:  Louisiana  State  University 
School  of  Medicine  in  New  Orleans;  Ochsner 
Clinic;  and  Tulane  University  School  of 
Medicine 

Co-Directors:  Fred  Allison,  M.D.,  F.A.C.P., 
M illiam  D.  Davis.  Jr.,  M.D.,  F.A.C.P.,  and 
Thorpe  Ray,  M.D.,  F.A.C.P. 

COURSE  NO.  A04 

Manhasset,  NY  Nov.  30-Dec.  1 

Co-Sponsors:  Cornell  University  Medical 
College;  North  Shore  Hospital;  State  Univer- 
sity of  New  York  - Downstate  Medical  Center 
College  of  Medicine;  and  State  University  of 
New  York  at  Stony  Brook  Health  Sciences 
Center,  School  of  Medicine 

Director:  Julius  E.  Stolfi,  M.D.,  F.A.C.P. 

Co-Directors:  Harry  Fritts,  M.D.,  F.A.C.P. 
and  Leo  Scher,  M.D. 

COURSE  NO.  A05 

Oklahoma  City, OK  Nov.30-Dec.1 

Co-Sponsors:  University  of  Oklahoma  Col- 
lege of  Medicine  and  University  of  Oklahoma 
Tulsa  Medical  School 

Director:  Solomon  Papper,  M.D.,  F.A.C.P. 

Co-Directors:  F.  Daniel  Duffy,  M.D.,  A.C.P. 
Member,  Ceylon  S.  Lewis,  M.D.,  F.A.C.P., 
and  Robert  Whang,  M.D.,  F.A.C.P. 

COURSE  NO.  A06 

Tucson,  AZ  Nov.  30-Dec.  1 

Co-Sponsor:  University  of  Arizona  College  of 
Medicine 

Director:  Jay  W.  Smith,  M.D.,  F.A.C.P. 

COURSE  NO.  A07 

Milwaukee,  VVI  Dec.  3-4 

Co-Sponsor:  The  Medical  College  of 
Wisconsin  and  University  of  Wisconsin 
Medical  School 

Director:  Charles  L.  Junkerman,  M.D., 
h.  A.C.P. 


Newark,  NJ  Dec.  3-4 

Co-Sponsor:  CMDNJ  New  Jersey  Medical 
School  and  CMDNJ  Rutgers  Medical  School 
Co-Directors:  Hadley  L.  Conn,  Jr.,  M.D., 
F.A.C.P.,  and  Carroll  Leevv,  M.D., 
F.A.C.P. 

COURSE  NO.  A09 

Denver,  CO  Dec.  6-7 

Co-Sponsor:  University  of  Colorado  Medical 
Center 

Director:  Robert  W.  Schrier,  M.D.,  F.A.C.P. 

COURSE  NO.  A10 

Montreal,  PQ  Dec.  6-7 

Co-Sponsor:  McGill  University  Faculty  of 
Medicine  and  the  Royal  College  of  Physicians 
and  Surgeons  of  Canada 
Director:  Douglas  G.  Cameron,  M.D.,  F.A.C.P. 
Coordinator:  P.  J.  McLeod,  M.D. 

COURSE  NO.  All 

Richmond,  VA  Dec.  6-7 

Co-Sponsors:  Eastern  Virginia  Medical 
School  of  the  Eastern  Virginia  Medical 
Authority;  University  of  Virginia  School  of 
Medicine;  and  Virginia  Commonwealth 
University  Medical  College  of  Virginia 
School  of  Medicine 

Co-Directors:  James  Baker,  M.D.,  F.A.C.P., 
Merle  Sande,  M.D.,  F.A.C.P.,  and  Albert 
Wasserman,  M.D.,  F.A.C.P. 

COURSE  NO.  A12 

Seattle,  WA  Dec.  6-7 

Co-Sponsor:  University  of  Washington  School 
of  Medicine 

Co-Directors:  Robert  C.  Davidson,  M.D., 
F.A.C.P.,  Robert  G.  Petersdorf,  M.D., 
M.A.C.P.,  and  Marvin  Turck,  M.Ü., 
F.A.C.P. 

COURSE  NO.  A13 

Cincinnati,  OH  Dec.  7-8 

Co-Sponsors:  The  Ohio  State  University  College 
of  Medicine;  University  of  Cincinnati 
Medical  Center;  and  Wright  State  University 
School  of  Medicine 

Director:  A oble  O.  Fowler,  M.D.,  F.A.C.P. 

COURSE  NO.  A14 

Philadelphia,  PA  Dec.  7-8 

Co-Sponsor:  College  of  Physicians  of  Phila- 
delphia in  association  with:  Hahnemann 
Medical  College;  Jefferson  Medical  College; 
Thomas  Jefferson  University;  Medical  Col- 
lege of  Pennsylvania;  Pennsylvania  State 
University  College  of  Medicine;  University  of 
Pennsylvania  School  of  Medicine;  and  Tem- 
ple University  School  of  Medicine 
Director:  Calvin  F.  Kay,  M.D.,  M.A.C.P. 
Co-Director:  Albert  J.  Finestone,  M.D., 
F.A.C.P. 

COURSE  NO.  A15 

San  Francisco,  CA  Dec.  7-8 

Co-Sponsors:  University  of  California, 
Davis,  School  of  Medicine  and  University  of 
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California,  San  Francisco,  School  of 
Medicine 

Director:  John  R.  Gamble,  M.D.,  F.A.C.P. 

COURSE  NO.  A16 
Winston-Salem,  NC  Dec.  7-8 

Co-Sponsors:  The  Bowman-Gray  School  of 
Medicine  of  Wake  Forest  University;  Duke 
University  School  of  Medicine;  East  Carolina 
University  School  of  Medicine;  and  Univer- 
sity of  North  Carolina  at  Chapel  Hill  School 
of  Medicine 

Director:  Emery  C.  Miller,  M.D.,  F.A.C.P. 
Co-Directors:  Simmons  Patterson,  Jr., 
M.D.,  A.C.P.  Member,  Henderson  Roark, 
M.D.,  and  William  Hood,  M.D. 

COURSE  NO.  A17 

Iowa  City,  I A Dec.  10-11 

Co-Sponsor:  The  University  of  Iowa  College 
of  Medicine 

Director:  Richard  M.  Freeman,  M.D., 
F.A.C.P. 

COURSE  NO.  A13 

Boston,  MA  Dec.  1 3-1 4 

Co-Sponsors:  Boston  University  School  of 
Medicine;  Harvard  Medical  School;  Univer- 
sity of  Massachusetts  Medical  School;  and 
Tufts  University  School  of  Medicine 
Co-Directors:  Daniel  S.  Bernstein,  M.D., 
Steven  Goldfinger,  M.D.,  F.A.C.P.,  Roger 
B.  Hickler,  M.D.,  F.A.C.P.,  and  Norman 
Stearns,  M.D.,  F.A.C.P. 

COURSE  NO.  A19 

Washington,  DC  Dec.  13-14 

Co-Sponsors:  Georgetown  University 
School  of  Medicine;  George  Washington 
University  School  of  Medicine  & Health 
Sciences;  Howard  University  College  of 
Medicine;  and  Uniformed  Services  University 
of  the  Health  Sciences. 

Director:  Jorge  C.  Rios,  M.D. 

COURSE  NO.  A20 

Birmingham,  AL  Dec.  14-15 

Co-Sponsors:  University  of  Alabama  in 
Birmingham  School  of  Medicine;  University 
of  South  Alabama  College  of  Medicine;  and 
Veterans  Administration  Hospital 
Co-Directors:  Robert  A.  Kreisberg,  M.D., 
F.A.C.P.,  and  Clarence  E.  Rupe,  M.D., 
F.A.C.P. 

COURSE  NO.  A21 

Rochester,  NY  Dec.  14-15 

Co-Sponsor:  University  of  Rochester 
School  of  Medicine  and  Dentistry 
Director:  Paul  F.  Griner,  M.D.,  F.A.C.P. 

COURSE  NO.  A22 

Indianapolis,  IN  Dec.  15-16 

Co-Sponsors:  Indiana  University  School  of 
Medicine  and  the  Indiana  Region,  American 
College  of  Physicians 

Director:  Richard  A.  Dexter,  M.D., 
F.A.C.P. 
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Courses 

MKSAP  COURSES  - GROUP  B 
Hematology,  Cardiovascular  Diseases, 

Pulmonary  Diseases,  Nephrology 

1930 


COURSE  NO.  B01 

San  Francisco,  CA  Feb.  22-23 

Co-Sponsors:  University  of  California,  Davis, 
School  of  Medicine  and  University  of 
California,  San  Francisco,  SchooF  of 
Medicine 

Director:  John  R.  Gamble,  M.D.,  F.A.C.P. 

COURSE  NO.  B02 

Memphis,  TN  Feb.  28-29 

Co-Sponsors:  Meharry  Medical  College;  Univer- 
sity of  Tennessee  College  of  Medicine;  and 
Vanderbilt  University  School  of  Medicine 

Director:  Gene  hi.  Stollerman,  M.D.,  M.A.C.P. 

Co-Directors:  Gram  H’.  Liddle,  M.D.,  F.A.C.P. 
and  Edward  E.  Mays,  M.D.,  F.A.C.P. 

COURSE  NO.  B03 

St.  Louis,  MO  Feb.  28-29 

Co-Sponsors:  Saint  Louis  University  School  of 
Medicine;  Washington  University  School  of 
Medicine;  University  of  Missouri-Columbia 
School  of  Medicine;  and  University  of 
Missouri-Kansas  City  School  of  Medicine 

Director:  Michael  C.  Perry,  M.D.,  F.A.C.P. 

Co-Directors:  Elmer  Brown,  M.D.  and  Roger 
Seckcr-H'alker,  M.D. 

COURSE  NO.  B04 

Washington,  DC  Feb.  28-29 

Co-Sponsors:  Georgetown  University  School  of 
Medicine;  and  George  Washington  Universi- 
ty School  of  Medicine  and  Health  Sciences; 
Howard  University  College  of  Medicine; 
Uniformed  Services  University  of  the  Health 
Sciences 

Director:  Jorge  C.  Rios,  M.D. 

COURSE  NO.  B05 

Birmingham,  AL  Feb.  29-Mar.  1 

Co-Sponsors:  University  of  Alabama  in 
Birmingham  School  of  Medicine;  University 
of  South  Alabama  College  of  Medicine;  and 
Veterans  Administration  Hospital 

Co-Directors:  Robert  A.  Kreisberg,  M.D., 
F.A.C.P.,  and  Clarence  E.  Rupe,  M.D., 
F.A.C.P. 

COURSE  NO.  B06 

Dayton,  OFt  Feb.  29-Mar.  1 

Co-Sponsors:  The  Ohio  State  University  College 
of  Medicine;  University  of  Cincinnati 
Medical  Center;  and  W'right  State  University 
School  of  Medicine 

Director:  A.  Robert  Davies,  M.D.,  F.A.C.P. 

COURSE  NO.  B07 

Manhasset,  NY  Feb.  29-Mar.  1 

Co-Sponsors:  Cornell  University  Medical  Col- 
lege; North  Shore  Hospital;  State  University 
of  New  York  - Downstate  Medical  Center 
College  of  Medicine;  and  State  University  of 
New  Yoik  at  Stony  Brook  Health  Sciences 
Center,  School  of  Medicine 

Director:  Julius  E.  Stolfi,  M.D.,  F.A.C.P. 

Co-Directors:  Harry  Fritts,  M.D.,  F.A.C.P., 
and  Leo  Scher,  M.D. 


COURSE  NO.  B08 

Tucson,  AZ  Feb.  29-Mar.  1 

Co-Sponsor:  University  of  Arizona  College  of 
Medicine 

Director:  Jay  IV.  Smith,  M.D.,  F.A.C.P. 

COURSE  NO.  B09 

Charlottesville,  VA  Mar.  3-4 

Co-Sponsors:  Eastern  Virginia  Medical  School 
of  the  Eastern  Virginia  Medical  Authority; 
University  of  Virginia  School  of  Medicine; 
and  Virginia  Commonwealth  University 
Medical  College  of  Virginia  School  of 
Medicine 

Co-Directors:  James  Baker,  M.D.,  F.A.C.P., 
Merle  Sande,  M.D.,  F.A.C.P.,  and  Albert 
Vasserman,  M.D.,  F.A.C.P. 

COURSE  NO.  BIO 

Iowa  City,  IA  Mar.  3-4 

Co-Sponsor:  The  University  of  Iowa  College  of 
Medicine 

Director:  Richard  M.  Freeman,  M.D.,  F.A.C.P. 

COURSE  NO.  B11 

Piscataway,  NY  Mar.  3-4 

Co-Sponsor:  CMDNJ  New  Jersey  Medical 
School;  and  CMDNJ  Rutgers  Medical  School 

Co-Directors:  Hadley  L.  Conn,  Jr.,  M.D., 
F.A.C.P.,  and  Carroll  Leevy,  M.D., 
F.A.C.P. 

COURSE  NO.  B12 

Boston,  MA  Mar.  5-6 

Co-Sponsors:  Boston  University  School  of  Medi- 
cine; Harvard  Medical  School;  University  of 
Massachusetts  Medical  School;  and  Tufts 
University  School  of  Medicine 

Co-Directors:  Daniel  S.  Bernstein,  M.D., 
F.A.C.P.,  Steven  Goldfinger,  M.D., 
F.A.C.P.,  Robert  B.  Hickler,  M.D., 
F.A.C.P.,  and  Siorman  Stearns,  M.D., 
F.A.C.P. 

COURSE  NO.  B13 

Montreal,  PQ  Mar.  6-7 

Co-Sponsors:  McGill  University  Faculty  of 
Medicine  and  the  Royal  College  of  Physicians 
and  Surgeons  of  Canada 

Director:  Douglas  G.  Cameron,  M.D.,  F.A.C.P. 

Coordinator:  P.  J.  McLeod,  M.D. 

COURSE  NO.  B14 

Seattle,  WA  Mar.  6-7 

Co-Sponsor:  University  of  Washington  School 
of  Medicine 

Co-Directors:  Robert  C.  Davidson,  M.D., 
F.A.C.P.,  Robert  G.  Petersdorf,  M.D., 
M.A.C.P.,  and  Marvin  Turck,  M.D., 
F.A.C.P. 

COURSE  NO.  B15 

New  Orleans,  LA  Mar.  7-8 

Co-Sponsors:  Louisana  State  University  School 
of  Medicine  in  New  Orleans  Ochsner  Clime; 
and  Tulane  University  School  of  Medicine 


Co-Directors:  Fred  Allison,  M.D.,  F.A.C.P., 
H illiam  D.  Davis,  Jr.,  M.D.,  F.A.C.P.,  and 
Thorpe  Ray,  M.D.,  F.A.C.P. 

COURSE  NO.  B16 

Philadelphia,  PA  Mar.  8-9 

Co-Sponsor:  College  of  Physicians  of  Phila- 
delphia in  association  with:  Hahnemann 
Medical  College;  Jefferson  Medical  College 
of  Thomas  Jefferson  University;  Medical 
College  of  Pennsylvania;  Pennsylvania  State 
University  College  of  Medicine;  University  of 
Pennsylvania  School  of  Medicine;  and  Tem- 
ple University  School  of  Medicine 

Director:  Calvin  F.  Kay,  M.D.,  M.A.C.P. 

Co-Director:  Albert  J.  Finestone,  M.D., 
F.A.C.P. 


COURSE  NO.  B17 

Denver,  CO  Mar.  20-21 

Co-Sponsor:  University  of  Colorado  Medical 
Center 

Director:  Robert  IV.  Schrier,  M.D  , F.A.C.P. 

COURSE  NO.  B18 

Durham,  NC  Mar.  20-21 

Co-Sponsors:  The  Bowman-Gray  School  of 
Medicine  of  Wake  Forest  University;  Duke 
University  School  of  Medicine;  East  Carolina 
University  School  of  Medicine;  and  Univer- 
sity of  North  Carolina  at  Chapel  Hill  School 
of  Medicine 

Director:  Emery  C.  Miller,  M.D.,  F.A.C.P. 

Co-Directors:  Simmons  Patterson,  M.D., 
A.C.P.  Member,  Henderson  Roark,  M.D., 
and  H'illiam  H ood,  M.D. 


COURSE  NO.  B19 

Rochester,  NY  Mar.  21-22 

Co-Sponsor:  University  of  Rochester  School  of 
Medicine  and  Dentistry 

Director:  Paul  F.  Griner,  M.D.,  F.A.C.P. 


COURSE  NO.  B20 

Indianapolis,  IN  Mar.  22-23 

Co-Sponsors:  Indiana  University  School  of 
Medicine  and  the  Indiana  Region,  American 
College  of  Physicians 

Director:  Richard  N.  Dexter,  M.D.,  F.A.C.P. 


COURSE  NO.  B21 

Milwaukee,  Wl  Mar.  24-25 

Co-Sponsors:  The  Medical  College  of  Wisconsin 
and  University  of  Wisconsin  Medical  School 
Director:  Charles  L.  Junkerman,  M.D., 
F.A.C.P. 


COURSE  NO.  B22 

Tulsa,  OK  Mar.  28-29 

Co-Sponsors:  University  of  Oklahoma  College 
of  Medicine  and  University  of  Oklahoma 
Tulsa  Medical  College 
Director:  Solomon  Papper,  M.D.,  F.A.C.P. 
Co-Directors:  F.  Daniel  Duffy,  M.D.,  A.C.P. 
Member,  Ceylon  S.  Lewis,  M.D.,  h. A.C.P., 
and  Robert  Bhang,  M.D.,  F.A.C.P. 


Bol  Asoc.  Méd.  P.  Rico 
Mayo  1979 
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MKSAP  COURSES  - GROUP  C 
Rheumatology,  Neurology,  Gastroenterology, 
Dermatology 

1980 


COURSE  NO.  C01 

Oklahoma  City,  OK  May  1 6-1 7 

Co-Sponsors:  University  of  Oklahoma  College 
of  Medicine;  and  University  of  Oklahoma 
Tulsa  Medical  College 
Director:  Solomon  Papper,  M.D.,  F.A.C.P. 
Co-Directors:  F.  Daniel  Duffy,  M.D.,  A.C.P. 
Member,  Ceylon  S.  Lewis,  M.D.,  F.A.C.P., 
and  Robert  Whang,  M.D.,  F.A.C.P. 

COURSE  NO.  C02 

Montreal,  PQ  May  29-30 

Co-Sponsors:  McGill  University  Faculty  of 
Medicine  and  the  Royal  College  of  Physicians 
and  Surgeons  of  Canada 
Director:  Douglas  G.  Cameron,  M.D.,  F.A.C.P. 
Coordinator:  P.  J.  McLeod,  M.D. 

COURSE  NO.  C03 

Washington,  DC  May  29-30 

Co-Sponsors:  Georgetown  University  School  of 
Medicine;  George  Washington  University 
School  of  Medicine  & Health  Sciences; 
Howard  University  College  of  Medicine;  and 
Uniformed  Services  University  of  the  Health 
Sciences 

Director:  Jorge  C.  Rios,  M.D. 

COURSE  NO.  C04 

Birmingham,  AL  May  30-31 

Co-Sponsors:  University  of  Alabama  in  Birming- 
ham School  of  Medicine;  University  of  South 
Alabama  College  of  Medicine;  and  Veterans 
Administration  Hospital 
Co-Directors:  Robert  A.  Kreisberg,  M.D., 
F.A.C.P.  and  Clarence  E.  Rupe,  M.D., 
F.A.C.P. 

COURSE  NO.  C05 

Columbus,  OH  May  30-31 

Co-Sponsors:  The  Ohio  State  University  College 
of  Medicine;  University  of  Cincinnati 
Medical  Center;  and  Wright  State  University 
School  of  Medicine 

Director:  James  V.  Warren,  M.D.,  M. A.C.P. 

COURSE  NO.  C06 

Tucson,  AZ  May  30-31 

Co-Sponsor:  University  of  Arizona  College  of 
Medicine 

Director:  Jay  W.  Smith,  M.D.,  F.A.C.P. 

COURSE  NO.  C07 

Memphis,  TN  June  2-3 

Co-Sponsors:  Meharry  Medical  College;  Univer- 
sity of  Tennessee  College  of  Medicine;  and 
Vanderbilt  University  School  of  Medicine 
Director:  Gene  H.  Stollerman,  M.D..  M. A.C.P. 
Co-Directors:  Grant  W.  Liddle,  M.D.,  F.A.C.P. 
and  Edward  E.  Mays,  M.D.,  F.A.C.P. 

COURSE  NO.  C08 

Newark,  NJ  June  2-3 

Co-Sponsors:  CMDNJ  New  Jersey  Medical 
School  and  CMDNJ  Rutgers  Medical  School 


Co-Directors:  Hadley  L.  Conn,  Jr.,  M.D., 
F.A.C.P.  and  Carroll  Leevy,  M.D., 
F.A.C.P. 

COURSE  NO.  C09 

Chapel  Hill,  NC  June  5-6 

Co-Sponsors:  The  Bowman-Gray  School  of 
Medicine  of  Wake  Forest  University;  Duke 
University  School  of  Medicine;  East  Carolina 
University  School  of  Medicine;  and  Univer- 
sity of  North  Carolina  at  Chapel  Hill  School 
of  Medicine 

Director:  Emery  C.  Miller,  M.D.,  F.A.C.P. 
Co-Directors:  Simmons  Patterson,  M.D., 
A.C.P.  Member,  Henderson  Roark,  M.D., 
and  William  Wood,  M.D. 

COURSE  NO.  CIO 

Iowa  City,  1A  June  5-6 

Co-Sponsor:  The  University  of  Iowa  College  of 
Medicine 

Director:  Richard  M.  Freeman,  M.D.,  F.A.C.P. 

COURSE  NO.  C11 

New  Orleans,  LA  June  5-6 

Co-Sponsors:  Louisiana  State  University  School 
of  Medicine  in  New  Orleans;  Ochsner  Clinic; 
and  Tulane  University  School  of  Medicine 
Co-Directors:  Fred  Allison.  M.D.,  F.A.C.P., 
H'illiam  D.  Davis,  Jr.,  M.D.,  F.A.C.P.,  and 
Thorpe  Ray,  M.D.,  F.A.C.P. 

COURSE  NO.  Cl 2 

Manhasset,  NY  June  6-7 

Co-Sponsors:  Cornell  University  Medical  Col- 
lege; North  Shore  Hospital;  State  University 
of  New  York — Downstate  Medical  Center 
College  of  Medicine;  and  State  University  of 
New  York  at  Stony  Brook  Health  Sciences 
Center,  School  of  Medicine 
Director:  Julius  E.  Stolfi,  M.D.,  F.A.C.P. 
Co-Directors:  Harry  Fritts,  M.D.,  F.A.C.P. 
and  Leo  Scher,  M.D. 

COURSE  NO.  Cl  3 

Norfolk,  VA  June  7-8 

Co-Sponsors:  Eastern  Virginia  Medical  School 
of  the  Eastern  Virginia  Medical  Authority; 
University  of  Virginia  School  of  Medicine; 
and  Virginia  Commonwealth  University 
Medical  College  of  Virginia  School  of 
Medicine 

Co-Directors:  James  Baker,  M.D.,  F.A.C.P., 
Merle  Sande,  M.D.,  F.A.C.P.,  and  Albert 
Wasserman,  M.D.,  F.A.C.P. 

COURSE  NO.  Cl  4 

Columbia,  MO  June  12-13 

Co-Sponsors:  Saint  Louis  University  School  of 
Medicine;  Washington  University  School  of 
Medicine;  University  of  Missouri-Columbia 
School  of  Medicine;  and  University  of 
Missouri-Kansas  City  School  of  Medicine 
Director:  Michael  C.  Perry,  M.D.,  F.A.C.P. 
Co-Directors:  William  Gaunt,  M.D.  and  Michael 
Sor  kin,  M.D. 


COURSE  NO.  Cl 5 

Philadelphia,  PA  June  13-14 

Co-Sponsor:  College  of  Physicians  of  Philadel- 
phia in  association  with:  Hahnemann 
Medical  College;  Jefferson  Medical  College 
of  Thomas  Jefferson  University;  Medical 
College  of  Pennsylvania;  Pennsylvania  State 
University  College  of  Medicine;  University  of 
Pennsylvania  School  of  Medicine;  and  Tem- 
ple University  School  of  Medicine 
Director:  Calvin  F.  Kay,  M.D.,  M. A.C.P. 
Co-Director:  Albert  J.  Finestone,  M.D., 
F.A.C.P. 

COURSE  NO.  Cl 6 

Milwaukee,  Wl  June  16-17 

Co-Sponsors:  The  Medical  College  of  Wisconsin 
and  University  of  Wisconsin  Medical  School 
Director:  Charles  L.  Junkerman,  M.D., 
F.A.C.P. 

COURSE  NO.  Cl  7 

Boston,  MA  June  19-20 

Co-Sponsors:  Boston  University  School  of  Medi- 
cine; Harvard  Medical  School;  University  of 
Massachusetts  Medical  School;  and  Tufts 
University  School  of  Medicine 
Co-Directors:  Daniel  S.  Bernstein,  M.D.,  Steven 
Goldfinger,  M.D.,  F.A.C.P.,  Roger  B. 

Hickler,  M.D.,  F.A.C.P.,  and  i\orman 
Stearns,  M.D.,  F.A.C.P. 

COURSE  NO.  Cl  8 

San  Francisco,  CA  June  20-21 

Co-Sponsors:  University  of  California,  Davis, 
School  of  Medicine  and  University  of  Cali- 
fornia, San  Francisco,  School  of  Medicine 

Director:  John  R.  Gamble,  M.D.,  F.A.C.P. 

COURSE  NO.  Cl 9 

Denver,  CO  June  26-27 

Co-Sponsor:  University  of  Colorado  Medical 
Center 

Director:  Robert  W.  Schrier,  M.D.,  F.A.C.P. 

COURSE  NO.  C20 

Seattle,  WA  June  26-27 

Co-Sponsor:  University  of  Washington  School 
of  Medicine 

Co-Directors:  Robert  C.  Davidson,  M.D., 
F.A.C.P.,  Robert  G.  Petersdorf,  M.D., 
M. A.C.P.  and  Marvin  Turck,  M.D., 
F.A.C.P. 

COURSE  NO.  C21 

Rochester,  NY  June  27-28 

Co-Sponsor:  University  of  Rochester  School  of 
Medicine  and  Dentistry 

Director:  Paul  F.  Griner,  M.D.,  F.A.C.P. 

COURSE  NO.  C22 

Indianapolis,  IN  June  23-29 

Co-Sponsors:  Indiana  University  School  of 
Medicine  and  the  Indiana  Region,  American 
College  of  Physicians 

Director:  Richard  A.  Dexter,  M.D.,  F.A.C.P. 
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MKSAP  COURSES  - GROUP  D 

A series  of  four-  and  five-day  courses  covering  Allergy  and  Im- 
munology, Cardiovascular  Diseases,  Dermatology,  Endocrinology 
and  Metabolism,  Gastroenterology,  Hematology,  Infectious  Diseases, 
Nephrology,  Neurology,  Oncology,  Pulmonary  Diseases  and 
Rheumatology 


1980 


COURSE  NO.  D01 

Baltimore,  MD  June  1 3-1 6 

Co-Sponsors:  John  Hopkins  University  School 
of  Medicine  and  University  of  Maryland 
School  of  Medicine 

Director:  Theodore  E.  Woodward,  M.D., 
F.A.C.P. 

Co-Directors:  Theodore  M.  Bavless,  M.D., 
F.A.C.P.,  Frank  M.  Calía  M.D.  F.A.C.P., 
Victor  A.  McKusick,  M.D.,  and  Harold 
Standiford,  M.D.,  F.A.C.P. 

COURSE  NO.  D02 

Newport,  Rl  June  16-20 

Co-Sponsors:  Brown  University  Program  in 
Medicine;  University  of  Connecticut  School 
of  Medicine;  and  Yale  University  School  of 
Medicine 

Co-Director:  Joseph  DiMase,  M.D.,  F.A.C.P., 
Robert  Scheig,  M.D.,  F.A.C.P.,  and 
Howard  Spiro,  M.D.,  F.A.C.P. 

COURSE  NO.  D03 

Houston,  TX  June  1 7-20 

Co-Sponsors:  Baylor  College  of  Medicine;  Uni- 
versity of  Texas  Medical  School  at  Galveston; 
University  of  Texas  Medical  School  at 
Houston;  and  University  of  Texas  Medical 
School  at  San  Antonio 
Director:  Harold  Brown,  M.D.,  F.A.C.P. 

COURSE  NO.  D04 

Portland,  OR  June  1 7-20 

Co-Sponsor:  University  of  Oregon  Health 
Sciences  Center  School  of  Medicine 
Director:  CU//  Melnick,  M.D. 

Coordinator:  J.  S.  Reinschmidt,  M.D. 

COURSE  NO.  D05 

Omaha,  NE  June  19-22 

Co-Sponsors:  Creighton  University  School  of 
Medicine  and  University  of  Nebraska  College 
of  Medicine 

Co-Directors:  George  O.  Clifford,  M.D., 
F.A.C.P.,  Robert  L.  Grissom,  M.D., 
F.A.C.P.,  Walter  J.  O'Donahue,  M.D., 

F.A.C.P.,  and  Joseph  C.  Shipp,  M.D., 

F.A.C.P. 

COURSE  NO.  D06 

Toronto,  ON  June  19-22 

Co-Sponsors:  McMaster  University  Faculty  of 
Health  Sciences;  Queens  University  Faculty 
of  Medicine;  University  of  Ottawa  Faculty  of 
Medicine;  University  of  Toronto  Faculty  of 
Medicine;  University  of  Western  Ontario 
Faculty  of  Medicine;  and  the  Royal  College 
of  Physicians  and  Surgeons  of  Canada 
Director:  Arnold  Aberman,  M.D.,  F.A.C.P. 


COURSE  NO.  D07 

Disney  World,  FL  June  23-27 

Co-Sponsors:  University  of  Florida  College  of 
Medicine  and  University  of  South  Florida 
College  of  Medicine 

Director:  James  E.  McGuigan,  M.D.,  F.A.C.P. 
Co-Director:  Roy  H.  Behnke,  M.D.,  F.A.C.P. 

COURSE  NO.  D08 

Burlington,  VT  July  7-11 

Co-Sponsor:  University  of  Vermont  College  of 

Medicipp 

Director:  Sianely  Burns,  Jr M.D. , F.A.C.P. 

COURSE  NO.  D09 

Detroit,  Ml  July  21-25 

Co-Sponsors:  Henry  Ford  Hospital;  Michigan 
State  University  College  of  Human  Medicine; 
University  of  Michigan  Medical  School;  and 
Wayne  State  University  School  of  Medicine 
Director:  Boy  Frame,  M.D.,  F.A.C.P. 

COURSE  NO.  DIO 

Atlanta,  GA  July  21-25 

Co-Sponsors:  Emory  University  School  of  Medi- 
cine; Medical  College  of  Georgia  School  of 
Medicine,  Medical  University  of  South 
Carolina  College  of  Medicine;  and  University 
of  South  Carolina  School  of  Medicine 
Director:  J.  Willis  Hurst,  M.D.,  M.A.C.P. 
Co-Directors:  David  Propert,  M.D.,  A.C.P. 
Member,  Joseph  Ross,  M.D.,  and  Paul  D. 
Webster,  M.D. 

COURSE  NO.  Dll 

Kansas  City,  KS  July  28-31 

Co-Sponsors:  University  of  Kansas  College  of 
Health  Sciences  and  Hospital  and  Wichita 
Campus,  University  of  Kansas  School  of 
Medicine 

Director:  Norton  J.  Greenberger,  M.D., 
F.A.C.P. 

Co-Director:  Martin  Welch,  M.D.,  F.A.C.P. 

COURSE  NO.  D12 

Honolulu,  HI  July  28-Aug.  1 

Co-Sponsor:  University  of  Hawaii  John  A. 

Burns  School  of  Medicine 
Director:  Irwin  J.  Schatz,  M.D.,  F.A.C.P. 
Co-Director:  Dennis  R.  Meyer,  M.D.,  A.C.P. 
Member 

COURSE  NO.  D13 

Los  Angeles,  CA  July  28-Aug.  1 

Co-Sponsor:  University  of  Southern  California 
School  of  Medicine  with  faculty  f’om: 
University  of  California,  Irvine,  Caliiornia 
College  of  Medicine;  UCLA  S ;iool  of 
Medicine;  University  of  California,  San 
Diego,  School  of  Medicine;  and  Loma  Linda 
University  School  of  Medicine 
Director:  Phi!  R.  Manning,  M.D.,  F.A.C.P. 


Co-Director:  Varner  J.  Johns,  Jr.,  M.D., 
F.A.C.P. 

COURSE  NO.  D14 

Louisville,  KY  July  29-Aug.  2 

Co-Sponsor:  University  of  Louisville  School  of 
Medicine 

Director:  Robert  D.  Lindeman,  M.D.,  F.A.C.P. 

Co-Director:  Norman  A.  Cummings,  M.D. 

COURSE  NO.  D15 

PiFKhnrah  PA  Ano  Oft. 94 
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Co-Sponsors:  Marshall  University  School  of 
Medicine;  University  of  Pittsburgh  School  of 
Medicine;  and  West  Virginia  University 
School  of  Medicine 

Director:  William  M.  Cooper,  M.D.,  F.A.C.P. 

Co-Directors:  Maurice  .4.  Mufson,  M.D., 
F.A.C.P.  and  Robert  H.  Waldman,  M.D., 
F.A.C.P. 

COURSE  NO.  D16 

Little  Rock,  AR  Aug.  25-28 

Co-Sponsors:  Louisiana  State  University  School 
of  Medicine  in  Shreveport;  University  of 
Arkansas  College  of  Medicine;  and  Univer- 
sity of  Mississippi  School  of  Medicine 

Director:  Peter  O.  Kohler,  M.D.,  F.A.C.P. 

Co-Directors:  Marion  D.  Hargrove,  Jr.,  M.D., 
F.A.C.P.  and  Harper  Heliums,  M.D. 

COÜRSE  NO.  D17 

New  York,  NY  Aug.  25-28 

Co-Sponsors:  Albert  Einstein  College  of  Medi- 
cine of  Yeshiva  University;  Columbia  Univer- 
sity College  of  Physicians  & Surgeons;  Cor- 
nell University  Medical  College;  New  York 
Medical  College;  New  York  University 
School  of  Medicine,  and  The  Page  & William 
Black  Post-Graduate  School  of  Medicine 

Co-Directors:  Samuel  Elster,  M.D.,  F.A.C.P., 
Richard  Gorlin,  M.D.,  F.A.C.P.,  and 
Fenton  Schaffner,  M.D.,  F.A.C.P. 

COURSE  NO.  D18 

Chicago,  IL  Aug.  25-29 

Co-Sponsor:  Loyola  University  of  Chicago 
Stritch  School  of  Medicine;  Northwestern 
University  Medical  School;  Rush- 
Presbyterian-St.  Luke’s  Medical  Center; 
University  of  Chicago  Pritzker  School  of 
Medicine;  and  University  of  Illinois  College 
of  Medicine 

Director:  Armand  Littman,  M.D.,  F.A.C.P. 


COURSE  NO.  D19 

Cleveland,  OH  Sept.  1-5 

Co-Sponsors:  Case  Western  Reserve  University 
School  of  Medicine;  Medical  College  of  Ohio 
at  Toledo;  and  Northeastern  Ohio  Univer- 
sities College  of  Medicine 

Director:  Leigh  Thompson,  M.D. 
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The  University  of  Miami  School  of  Medicine,  Depart- 
ment of  Neurology,  will  offer  two  postgraduate  Me- 
dical education  programs  during  1980:  the  first,  “A 
Neurological  Update”,  will  be  held  January  28  through 
February  1;  and  the  second,  a review  course  entitled 
“Basic  Neurology  for  Psychiatrists  and  Generalists”, 
from  March  3 through  March  7,  1980. 

Information  on  both  programs  follows: 

A NEUROLOGICAL  UPDATE: 

January  28-February  1,  1980.  Sponsor:  University 
of  Miami  School  of  Medicine,  Department  of  Neuro- 
logy. Americana  of  Bal  Harbour,  Miami  Beach,  Flo- 


rida. Course  hours  30,  AMA,  Category  I.  INFORMA- 
TION: Division  of  Continuing  Medical  Education 

D23-3,  University  of  Miami  School  of  Medicine,  P.  O. 
Box  016960,  Miami,  Florida  33101.  Tel.  (305)  547- 
6716. 

BASIC  NEUROLOGY  FOR  PSYCHIATRISTS  AND 
GENERALISTS 

March  3-7,  1980.  Sponsor:  University  of  Miami  School 
of  Medicine.  Department  of  Neurology.  Konover 
Hotel,  Miami  Beach,  Florida.  Course  hours  30,  AMA 
Category  1.  INFORMATION:  Division  of  Continuing 
Medical  Education  D23-3,  University  of  Miami  School 
of  Medicine,  P.  0.  Box  016960,  Miami,  Florida  33101. 
Tel.  (305)  547-6716. 


NOTICIAS 


AMA  NEWS: 

HIGH  INSULIN  LEVEL  CALLED  RISK  FACTOR 
FOR  HEART  DISEASE 

CHICAGO  — An  additional  risk  factor  for  heart 
disease  has  been  added  to  the  already  known  factors 
that  include  smoking,  obesity,  high  blood  pressure 
and  high  cholesterol. 

The  new  factor  is  the  laboratory  finding  of  a 
high  level  of  insulin  in  the  blood. 

A study  in  Finland  involving  more  than  1,000 
Helsinki  policemen  initially  free  of  heart  disease  found 
that  those  with  high  blood  insulin  levels  were  two  to 
three  times  more  likely  to  develop  heart  disease  over 
a five-year  period  than  those  with  normal  insulin  le- 
vels. 

There  has  been  previous  evidence  that  high  in- 
sulin levels  might  enhance  the  development  of  atheros- 
clerosis, or  fat  deposits  on  the  walls  of  arteries. 

The  Finnish  study  was  conducted  by  Kalevi 
Pyorala,  MD,  and  is  reported  in  the  Medical  News 
Section  of  the  April  20  Journal  of  the  American  Me- 
dical Association. 


SURVIVAL  RATES  IMPROVES  FOR  HEART  TRAN- 
SPLANTS 

CHICAGO  — Heart  transplants  are  given  a new 
lease  on  life  in  a status  report  in  the  May  11  Journal 
of  the  American  Medical  Association. 

Poor  survival  rates  in  the  surge  of  transplants 
in  1968  and  1969  caused  most  surgeons  across  the  na- 
tion to  abandon  the  procedure. 

Only  in  a few  medical  centers,  notably  Stanford 


University  School  of  Medicine  in  California,  did  trans- 
plants continue. 

Heart  transplants  now  work  three-fourths  of  the 
time  and  could  become  a life  extending  treatment  for 
some  75,000  Americans  each  year,  says  John  Speer 
Schroeder,  MD,  Stanford  cardiologist. 

“The  survival  rate  of  70  per  cent  for  cardiac 
transplant  recipients  in  recent  years  and  excellent 
functional  rehabilitation  indicate  that  the  procedu- 
re is  clinically  effective  and  should  be  considered  in 
selected  patients  with  end  stage  cardiac  disease,”  Dr. 
Schroeder  declares. 

There  are  major  problems  to  overcome  in  pro- 
viding new  hearts  to  75,000  persons  each  year  who 
are  about  to  die  from  heart  disease.  A major  obstacle 
is  finding  enough  donor  hearts.  Many  states  have 
sought  to  ease  this  problem  by  adopting  laws  per- 
mitting the  doctor  to  declare  an  individual  is  dead 
when  the  brain  ceases  to  function,  even  though  the 
heart  and  lungs  may  still  be  working  assisted  by  ma- 
chines. The  AMA  has  drafted  a model  law  to  assist 
other  states  in  preparing  similar  legislation. 

Other  problem^  include  acceptance  by  insur- 
ance companies  of  the  procedure  as  accepted  treat- 
men.  Cost  for  the  first  year  of  the  procedure  at  Stan- 
ford is  $50,000,  and  only  some  50  per  cent  of  cost 
currently  is  covered  by  insurance  companies. 

While  much  has  been  learned  in  overcoming 
the  body’s  natural  tendency  to  reject  foreign  organs, 
thus  making  possible  the  improved  survival  rate,  im- 
proved methods  of  preventing  rejection  still  are  sought, 
Dr.  Schroeder  says. 

The  candidate  for  a heart  transplant  should  be 
no  more  than  50  years  of  age,  because  of  poor  survival 
rates  with  older  patients,  he  says.  And  all  patients 
should  be  dying  of  heart  disease  that  no  longer  can 
be  controlled  by  other  medical  therapies. 

Donor  supply  remains  critical.  Some  one-third 
of  recipients  awaiting  transplant  at  Stanford  die  before 
a suitable  donor  heart  becomes  available. 
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Recently,  hearts  have  been  preserved  at  low 
temperatures  and  transplanted  successfully  after  two 
or  three  hours. 

Dr.  Schroeder  says  that  in  addition  to  Stanford, 
transplants  are  available  at  Cornell  University,  New 
York  and  the  Medical  College  of  Virginia,  Richmond. 


AMERICAN  MEDICAL  ASSOCIATION  ISSUES  TRA- 
CE ELEMENTS  GUIDE 

CHICAGO  — The  human  body  requires  minute 
amounts  of  what  doctors  call  “trace  elements”  — iron, 
iodine,  cobalt,  (as  vitamin  B12)  zinc,  copper,  chro- 
mium and  manganese. 

These  elements  are  necessary  to  health  in  very 
small  amounts.  The  lack  of  sufficient  trace  elements 
is  a special  problem  for  individuals  who  are  quite  ill 
in  the  hospital  or  at  home  and  are  being  fed  entirely 
by  vein. 

The  American  Medical  Association  this  week  is- 
sues “Guidelines  for  Essential  Trace  Element  Prepara- 
tions for  Parenteral  Use,”  published  in  the  May  11 
Journal  of  the  American  Medical  Association. 

Iron,  iodine  and  cobalt  (as  vitamin  B12)  are 
commercially  available  today  in  solutions  for  intra- 
venous feedings,  the  AMA  Department  of  Foods  and 
Nutrition  points  out.  Thus  the  new  statement  is  con- 
cerned only  with  the  remaining  four  essential  trace 
elements  — zinc,  copper,  chromium  and  manganese. 

The  Guidelines  summarize  requirements  each 
day  for  these  four  minerals  and  offer  suggested  doses 
for  children  and  adults. 

The  problem  facing  doctors  in  prescribing  these 
four  elements  for  patients  being  fed  intravenously  is 
that  there  are  no  solutions  presently  on  the  market 
to  meet  the  need.  Physicians  and  pharmacists  at  present 
must  make  up  their  own  solutions  or  omit  them.  The 
omission  or  inadequate  provision  of  zinc,  copper  and 
chromium  has  been  reported  to  lead  to  deficiency 
states  of  varying  severity. 

The  AMA  points  up  the  need  for  commercial 


availability  of  single  solutions  of  these  minerals.  They 
should  not  be  combined  in  one  solution.  The  doctor 
may  need  to  adjust  intake  of  each  element  individually 
according  to  the  patient’s  need. 

The  Guidelines  are  the  work  of  the  Expert  Panel 
on  Guidelines  for  Essential  Trace  Element  Preparations 
for  Parenteral  Use.  The  Panel  — convened  by  the  AMA— 
is  composed  of  experts  on  trace  elements.  Chairman 
is  Maurice  E.  Shils,  MD,  of  Memorial  Hospital  for  Can- 
cer and  Allied  Diseases,  New  York. 


DIABETES  BOOSTS  RISK  OF  HEART  DISEASE 

CHICAGO  — Twenty  years  of  study  have  con- 
firmed that  diabetics  are  much  more  prone  to  heart 
disease  than  are  the  general  population. 

The  risk  of  heart  disease  among  diabetics  is  much 
higher  for  women  than  for  men,  says  another  report 
from  the  Framingham  Study,  published  in  the  May  11 
Journal  of  the  American  Medical  Association. 

The  Framingham  Study  has  been  in  continuous 
operation  since  1948  following  more  than  5,000  men 
and  women  in  Framingham,  Mass.,  to  learn  more  about 
heart  disease. 

A twofold  to  threefold  increase  in  heart  disease 
is  apparent  among  diabetics,  says  William  B.  Kannel, 
MD,  of  the  National  Institutes  of  Health,  National  Heart, 
Uung  and  Blood  Institute’s  Framingham  study. 

The  role  of  diabetes  as  a contributor  to  cardio- 
vascular disease  (CV  D)  has  been  uncertain,  and  only 
lately  have  prospective  population  data  become  avail- 
able, Dr.  Kannel  says.  The  present  report  updates 
earlier  findings  and  clears  up  uncertainties  about  the 
increased  risk  of  heart  disease  among  diabetics,  he 
says. 


TOO  MANY  CARROTS  CAN  TURN  YOU  YELLOW 
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CHICAGO  — Vegetables,  fruits  and  fruit  juices 
are  good  for  us,  right?  Right.  But  it’s  entirely  possible 
to  get  too  much  of  a good  thing.  You  might  turn 
yellow! 

In  response  to  a question  in  the  April  27  Journal 
of  the  American  Medical  Association,  Micheline  M. 
Mathews-Roth,  MD,  of  Harvard  Medical  School,  writes 
about  carotene,  carotenemia  and  carotenodermia. 

Carotene  is  a yellow  or  reddish  pigment  found 
in  leafy  green  vegetables,  but  concentrated  in  the  red 
and  yellow  vegetables,  such  as  carrots  and  sweet  pota- 
toes. It  also  shows  up  in  milk  fat,  egg  yolk  and  other 
natural  sources. 

The  individual  who  eats  huge  quantities  of  these 
foods  may  develop  carotenemia,  which  means  there  is 
an  excess  of  the  pigment  in  the  blood.  The  result  of 
carotenemia  is  carotenodermia,  which  means  the  skin 
turns  yellow. 

The  carotenes  in  vegetables  are  important  to  our 
health.  The  body  converts  then  to  Vitamin  A.  But 
there’s  a limit  to  the  body’s  ability  to  utilize  carotene. 

Several  illnesses,  including  low  thyroid  output 
and  diabetes,  along  with  liver  disturbances,  also  can 
cause  jaundice,  the  usual  name  for  skin  discoloration. 
Once  the  doctor  has  made  tests  and  rules  out  these 
diseases,  he  will  then  question  the  patient  about  eating 
habits. 

Control  of  diabetes,  thyroid  disease  and  liver 
disease  will  bring  relief  from  yellow  skin  in  a few  weeks. 
If  the  cause  is  too  much  vegetables,  a change  in  dietary 
practices  will  be  required.  Sometimes  a dietician  is 
consulted  to  make  certain  the  individual  gets  the  neces- 
sary nutrients  while  cutting  back  on  leafy  vegetables 
and  fruits,  Dr.  Mathews-Roth  says. 


PHYSICIANS  REPORT  NEW  STRESSES  RESULTING 
FROM  MEDICAL  PRACTICE 

CHICAGO  — The  practice  of  medicine  offers  ma- 
ny satisfactions,  but  there  are  increasing  sources  of  stress 
in  the  medical  profession,  says  a research  report  in  the 


April  6 Journal  of  the  American  Medical  Association. 

Graduates  of  Case  Western  Reserve  School  of  Me- 
dicine from  the  classes  of  1956  through  1965  were  que- 
ried regarding  satisfactions  and  stresses  in  practicing 
their  profession.  Results  were  compared  to  a similar 
study  of  graduates  of  1935  to  1945. 

Satisfactions  remained  approximately  the  same 
for  the  two  groups,  says  Dr.  Betty  Hosmer  Mawardi. 
Physicians  report  many  satisfactions  that  evolve  around 
helping  patients,  solving  problems  and  developing  re- 
lationships with  patients  and  their  families.  A major 
dissatisfaction  of  both  groups  relates  to  time  pressures 
in  the  work  of  a physician.  The  lack  of  leisure  time 
and  time  pressures  of  work  presented  the  biggest  source 
of  stress. 

Physicians  in  the  more  recent  survey  voiced  several 
sources  of  stress  that  were  not  problems  for  those  in 
earlier  years. 

Malpractice  is  on  all  of  the  graduates  minds  today, 
says  Dr.  Mawardi.  The  majority  of  the  physicians  in- 
terviewed in  the  study  have  been  named  in  malpractice 
suits.  Often  the  suit  was  not  against  them  personally; 
they  were  named  in  a suit  against  an  entire  group  or 
hospital. 

One  graduate  described  the  impact  on  his  family 
when  he  was  sued  for  malpractice.  His  children  were 
taunted  on  the  way  to  school  with  cries  that  their  fa- 
ther was  a quack.  Dinner  invitations  were  mysteriously 
postponed  and  then  never  rescheduled.  Patients  can- 
celed their  appointments. 

“In  a country  where  you’re  supposed  to  be  inno- 
cent until  proven  guilty,  you’re  not  when  you’re  accused 
of  malpractice,”  one  graduate  declared.  The  graduates 
usually  have  coped  with  malpractice  threat  by  higher 
insurance  rates.  In  some  cases  physicians  require  pa- 
tients to  sign  agreements  to  submit  to  compulsory 
arbitration  in  care  of  dispute.  Some  have  contempla- 
ted giving  up  the  practice  of  medicine. 

Another  new  stress  involves  physicians  “doing  less 
because  the  risks  are  too  tough  to  run.”  They  are  with- 
drawing from  certain  procedures  that  may  benefit  the 
patient  but  are  delicate  and  somewhat  risky  to  perform. 
One  surgeon  reported  that  he  has  given  up  emergency 
work,  despite  the  fact  that  it  had  been  satisfying  to 
him  for  many  years. 

“Medical  care  that  patients  need  is  often  not  being 
provided  by  qualified  and  willing  physicians  who  receive 
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satisfaction  from  carrying  out  that  kind  of  medical  assis- 
tance because  of  stress  attached  to  the  risk  of  perform- 
ing certain  types  of  procedures,”  Dr.  Mawardi  declares. 

An  additional  stress  voiced  by  some  of  the  mo- 
dern-day doctors  is  fear  of  violence  against  themselves 
and  their  families  from  disgruntled  patients.  There  have 
been  few  instances  of  this,  but  the  threat  is  still  pre- 
sent. 

Still  more  stress  is  caused  by  the  current  demand 
for  peer  review  to  ensure  continued  competency  of 
physicians.  In  the  past  the  policy  was  live  and  let  live. 
Soon  this  may  no  longer  be  possible  because  of  the  sys- 
tem of  peer  review,  and  “It  is  stressful  to  report  a 
colleague.” 


NEW  HELMETS  BLAMED  FOR  INCREASE  IN  BRO- 
KEN NECKS  IN  FOOTBALL  PLA  YERS 

CHICAGO  — Deaths  from  organized  football  have 
declined  in  recent  years,  but  there  has  been  a marked 
increase  in  broken  necks  resulting  in  complete  paralysis. 

The  protective  helmet-facemask  system  has  effec- 
tively protected  the  head,  and  by  so  doing  has  allowed 
it  to  be  used  as  a battering  ram  in  tackling  and  blocking, 
thus  causimg  more  broken  necks. 

This  is  the  finding  of  a study  by  the  National 
Football  Head  and  Neck  Injury  Registry,  to  be  published 
in  the  April  6 Journal  of  the  American  Medical  Asso- 
ciation. 

The  Registry  has  documented  1,129  serious  foot- 
ball injuries,  mostly  among  high  school  and  college  pla- 
yers, since  1971.  Of  these,  550  were  broken  necks,  of 
which  176  resulted  in  permanent  paralysis  from  the  neck 
down,  says  Joseph  S.  Torg,  MD,  of  the  University  of 
Pennsylvania  Sports  Medicine  Center,  which  handled 
the  tabulation. 


During  the  last  20  years  there  has  been  a decrease 
in  fatal  injuries  and  in  serious  brain  injuries,  Dr.  Torg 
declared. 

Despite  the  contact  nature  of  tackle  football,  the 
fatality  and  catastrophic  injury  rates  have  remained 
low,  he  points  out.  There  are  relatively  few  serious  in- 
juries in  relation  to  the  total  number  of  players  involved 
during  a given  season. 

Evolution  of  protective  coverings  for  the  head  has 
occurred  during  the  past  70  years.  As  recently  as  1905, 
protection  was  afforded  by  nothing  more  than  a full 
head  of  hair.  Current  helmet-facemask  systems  provide 
an  extraordinary  degree  of  protection  to  the  head  and 
face,  he  declares. 

“As  a result,  coaches  have  developed  playing  tech- 
niques that  use  the  head  and  helmet  as  a battering  ram 
in  blocking,  tackling  and  butting.  Such  techniques  fail 
to  account  for  the  potential  danger  of  injury  to  the  cer- 
vical shine  when  the  head  is  the  primary  point  of  con- 
tact in  a high-impact  situation.” 

In  a five-year  period  1959-1963,  during  which 
time  820,000  youths  played  football  each  year,  there 
were  86  deaths  as  a direct  result  of  football,  the  Registry' 
found.  During  the  five-year  period  of  1971-1975,  with 
1,275,000  players  in  the  games  each  year,  77  deaths 
occurred.  The  deaths  had  been  primarily  from  head  in- 
juries, and  the  modern  helmets  reduced  the  risk  of  death 
considerably. 

Among  high  schoolers  paralyzed  from  broken 
necks,  78  per  cent  of  the  injuries  occurred  when  making 
tackles.  At  the  college  level  73  per  cent  of  those  para- 
lyzed by  neck  injuries  were  defensive  backs,  Dr.  Torg 
says. 

“On  the  basis  of  observations  and  data  offered 
by  our  study,  we  firmly  believe  that  the  increase  in  ve- 
rified cervical  spine  injuries  and  permanent  paralysis 
is  due  to  the  implementation  of  playing  techniques  that 
use  the  top  or  crown  of  the  helmet  as  the  primary  point 
of  contact  in  a high-impact  situation.” 

The  Registry  was  established  in  Philadelphia  by 
the  National  Athletic  Trainers  Association  and  the 
Sports  Medicine  Center  of  the  University  of  Pennsyl- 
vania. 
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MAGNIFICA  OPORTUNIDAD 

Debido  a próximo  retiro  SE  VENDE  la  Policlínica 
Dr.  Lergier,  establecida  en  la  Avenida  Borinquen  de 
Barrio  Obrero  hace  30  años.  Para  entrevista  sobre 
términos  de  venta  favor  de  llamar  al  Dr.  Julio  E.  Ler- 
gier, PADRE  al  teléfono  726-8980  o al  726-5994. 


Se  vende  o se  alquila  oficina  en  el  Condominio  First 
Federal,  séptimo  piso,  Ave.  Muñoz  Rivera,  Río  Pie- 
dras. Setecientos  cincuenta  pies  cuadrados.  Amplia 
sala  de  espera  y oficina  de  médico  con  cuatro  cuartos 
de  examen.  Precio  razonable.  Tels.  764-0070  - 792- 
2252. 


¿Médico  especialista  o medicina  general  interesas  ofi- 
cina cerca  del  Doctors  Hospital? 

La  Corporación  Inversiones  Médicas,  Inc.,  tiene  en  el 
edificio  Doctors  Medical  Building,  Ave.  Hipódromo 
Núm.  756,  Santurce,  P.  R.,  la  Suite  101  para  la  renta, 
con  1000  p/c  aprox. 


Para  información:  Oficina  - 724-2950  Ext.  284  o 724- 
3380 Residencia:  751-9607, 


For  recurrent  attacks  of 
urinary  tract  infection  in  women 


Bactrim  DS  3- 

Each  tablet  contains  160  mg  trimethoprim  and  800  mg  sulfamethoxazole. 

Just  one  tablet  b.i.d.f  or  10  to  14  days 


■ Action  at  urinary/vaginal/lower  bowel  sites  helps  ■ Convenient  b.i.d.  dosage  provides  day-and-night 
eliminate  reservoirs  of  infecting  organisms  antibacterial  control 


■ Distinctive  antibacterial  action  plus  wide  spectrum 
helps  eradicate  recurrent  UTI 

■ Low  incidence  of  bacterial  resistance  in  community 
practice 


■ Contraindicated  during  pregnancy  and  the  nursing 
period.  During  therapy,  maintain  adequate  fluid  intake; 
perform  CBC’s  and  urinalyses  with  microscopic 
examination. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract 
infections  due  to  susceptible  strains  of  the  following  or- 
ganisms: Escherichia  coli,  Klebsiella-Enterobacter,  Proteus 
mirabHis,  Proteus  vulgaris,  Proteus  morganii  It  is  recommended 
that  initial  episodes  of  uncomplicated  urinary  tract  infections 
be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination.  Note:  The  increasing  frequency  of  resis- 
tant organisms  limits  the  usefulness  of  all  antibacterials,  espe- 
cially in  these  urinary  tract  infections. 

Also  for  the  treatment  of  documented  Pneumocystis 
carlnll  pneumonitis.  To  date,  this  drug  has  been  tested  only  in 
patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy 

The  recommended  quantitative  disc  susceptibility  method 
( Federal  Register,  37: 20527-20529,  1972)  may  be  used  to  esti- 
mate bacterial  susceptibility  to  Bactrim  A laboratory  report  of 
"Susceptible  to  trimethoprim-sulfamethoxazole"  indicates  an  infec- 
tion likely  to  respond  to  Bactrim  therapy.  If  infection  is  confined  to 
the  urine,  "Intermediate  susceptibility”  also  indicates  a likely  re- 
sponse. "Resistant"  indicates  that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sul- 
fonamides; pregnancy;  nursing  mothers;  infants  less  than  two 
months  of  age. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agran- 
ulocytosis, aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is 
much  more  limited  but  occasional  interference  with  hematopoiesis 
has  been  reported  as  well  as  an  increased  incidence  of  throm- 
bopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  signs  of  serious  blood  disorders.  Frequent  CBC’s 
are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  possible  folate  deficiency,  severe  allergy  or 
bronchial  asthma.  In  patients  with  glucose-6-phosphate  dehy- 
drogenase deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and  perform 
frequent  urinalyses,  with  careful  microscopic  examination,  and 
renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and 
trimethoprim  are  included,  even  if  not  reported  with  Bactrim. 

Blood  dyscrasias:  Agranulocytosis,  aplastic  anemia,  megaloblas- 
tic anemia,  thrombopenia,  leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia.  Allergic  reac- 
tions: Erythema  multiforme,  Stevens-Johnson  syndrome, 
generalized  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensiti- 
zation, arthralgia  and  allergic  myocarditis.  Gastrointestinal  reac- 
tions: Glossitis,  stomatitis,  nausea,  emesis,  abdominal  pains, 
hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions:  Headache, 


peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hal- 
lucinations, tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle 
weakness  and  nervousness  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa 
and  L E.  phenomenon  Due  to  certain  chemical  similarities  to 
some  goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia  in  patients, 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term 
therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two 
months  of  age. 

Urinary  Tract  Infections  Usual  adult  dosage — 1 DS  tablet 
(double  strength),  2 tablets  (single  strength)  or  4 teasp.  (20  ml) 
b i d.  for  10-14  days. 

Recommended  dosage  for  children — 8 mg/kg  trimethoprim 
and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two  divided  doses 
for  10  days.  A guide  follows: 


Children  two  months  of  age  or  older 


Weight 

Dose- 

-every  12  hours 

lbs 

kgs 

Teaspoonfuls 

Tablets 

20 

9 

1 teasp.  (5  ml) 

Vz  tablet 

40 

18 

2 teasp.  (10  ml) 

1 tablet 

60 

27 

3 teasp.  (15  ml) 

1 Vz  tablets 

80 

36 

4 teasp.  (20  ml) 

2 tablets  or  1 DS  tablet 

For  patients  with  renal  impairment: 

Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

Vz  the  usual  regimen 

Below  15 

Use  not  recommended 

Pneumocystis  carinn  pneumonitis:  Recommended  dosage: 

20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete 
product  information  for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160 
mg  trimethoprim  and  800  mg  sulfamethoxazole,  bottles  of  100, 
Tel-E-Dose®  packages  of  100  Tablets,  each  containing  80  mg 
trimethoprim  and  400  mg  sulfamethoxazole — bottles  of  100  and 
500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40,  avail- 
able singly  and  in  trays  of  10.  Oral  suspension,  containing  in 
each  teaspoonful  (5  ml)  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole,  fruit-licorice  flavored — bottles  of  16  oz 
(1  pint). 

/ \ Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
\ / Nutley,  New  Jersey  071 10 

Please  see  back  cover. 


Bactrim  diffuses  into  váginal  fluid  in  effective  concen- 
trations, thus  combating  migration  of  pathogens  into 
the  urethra. 

Studies  have  shown  that  Bactrim  acts  against  Entero- 
bacteriaceae  in  the  bowel  without  the  emergence  of  resis- 
tant organisms.  Thus,  Bactrim  reduces  the  risk  of  introital 
colonization  by  fecal  uropathogens.  It  has  no  signifi- 
cant effect  on  other  normal,  necessary  intestinal  flora. 


Bactrim  has  shown  high  clinical  effectiveness  in  recur- 
rent cystitis  as  a result  of  its  wide  spectrum  and  dis- 
tinctive antimicrobial  action  in  the  urinary,  vaginal  and 
lower  intestinal  tracts. 

The  probability  of  recurrent  urinary  tract  infection 
appears  to  be  enhanced  by  the  establishment  of  large 
numbers  of  E.  coli  or  other  urinary  pathogens  on  the 
Vagina!  introitus.  The  trimethoprim  component  of 
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Bactrim  fights  uropathogens  in  the 
urinary  tract/vaginal  tract/lower  intestinal  tract 


Please  see  reverse  side  for  summary  of  product  information, 
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PERFORMANCE.  PROVEN 
EFFECTIVENESS  WITHIN  A 
WIDE  SAFETY  MARGIN. 


While  Roche  Laboratories  already 
knows  more  about  the  performance  of 
Librium  than  anyone  else,  we  keep  on 
learning  every  day. 

For  example,  the  highly  favorable 
benefits- to- risk  ratio  of  Librium  is  a well- 
documented  matter  of  record. 

And,  of  course,  the  specific  calm- 
ing action  of  Librium  has  been  demon- 
strated in  millions  of  patients  around  the 
world.  In  a large  number  of  these  patients, 
Librium  was  used  concomitantly  with  other 
primary  medications. 

Proven  performance  within  a wide  safety  margin.  Basically,  that’s  what  Librium 
is  all  about. 


UBRJUM  6 


chlordiazepoxide  HCI  Roche 

THE  ANXIETY-SPECIFIC 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  fol- 
lows: 

Indications:  Relief  of  anxiety  and  tension  occur- 
ring alone  or  accompanying  various  disease 
states.  Efficacy  beyond  four  months  not  estab- 
lished by  systematic  clinical  studies.  Periodic 
reassessment  of  therapy  recommended.' 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  tasks  such  as  driv- 
ing or  operating  machinery  may  be  impaired,  as 
may  be  mental  alertness  in  children,  and  that 
concomitant  use  with  alcohol  or  CNS  de- 
pressants may  have  an  additive  effect.  Though 
physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  re- 
ported. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 


tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and 
in  children  over  six,  limit  to  smallest  effective 
dosage  (Initially  10  mg  or  less  per  day)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradu- 
ally as  needed  and  tolerated.  Not  recom- 
mended In  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects,  par- 
ticularly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired  renal 
or  hepatic  function.  Paradoxical  reactions  ( e.g 
excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagu- 
lants; causal  relationship  has  not  been  estab- 
lished clinically. 


Adverse  Reactions:  Drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  in- 
stances by  proper  dosage  adjustment,  but  are 
also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipa- 
tion, extra  pyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 

Supplied:  Librium®  Capsules  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide  HCI.  Libritabs® 
Tablets  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide. 

/ QiiruCN  Roche  Products  Inc. 

y^HUlllty  Manati,  Puerto  Rico  00701 


In  Edema  or  Hypertension*  when 
potassium  balance  is  a concern... 

Potassium-Sparing 

DYAZIDE 

Each  capsule  contains  50  mg  ot  Dyrenium®  (brand  of  triamterene) 
and  25  mg.  of  hydrochlorothiazide 

Makes  Sense 

In  Edema 

The  triamterene  in  Dyazide’  limits  potassium  loss  and  provides  an 
additive  diuretic  effect  to  that  of  the  hydrochlorothiazide  component. 

In  Hypertension 

As  the  hydrochlorothiazide  in  ‘Dyazide’  lowers  blood  pressure,  the 
triamterene  component  limits  potassium  loss. 

Serum  K+  and  BUN  should  be  checked  periodically 

particularly  in  the  elderly,  diabetics,  and  those  with  suspected  or  confirmed 
renal  insufficiency  (see  Warnings).  If  hyperkalemia  develops,  substitute  a 
thiazide  alone. 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  Co.  literature  or  POR.  A 
brief  summary  follows: 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of 
edema  or  hypertension.  Edema  or  hypertension 
requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in  patient 
management.  Treatment  of  hypertension  and 
edema  is  not  static,  but  must  be  reevaluated  as 
conditions  in  each  patient  warrant. 


Contraindications:  Further  use  in  anuria,  pro- 
gressive renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitiv- 
ity to  either  component  or  other  sulfonamide-derived 
drugs. 


Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  mark- 
edly impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with  car- 
diac irregularities.  It  is  more  likely  in  the  severely  ill,  with 
urine  volume  less  than  one  liter/day,  the  elderly  and 
diabetics  with  suspected  or  confirmed  renal  insuffi- 
ciency. Periodically,  serum  K+  levels  should  be  deter- 
mined. If  hyperkalemia  develops,  substitute  a thiazide 
alone,  restrict  K + intake  Associated  widened  QRS 
complex  or  arrhythmia  requires  prompt  addi- 
tional therapy.  Thiazides  cross  the  placental  barrier 
and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, other  adverse  reactions  seen  in  adults. 
Thiazides  appear  and  triamterene  may  appear  in  breast 
milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is 
not  available. 


Precautions:  Do  periodic  serum  electrolyte  deter- 
minations (particularly  important  in  patients  vomiting 
excessively  or  receiving  parenteral  fluids).  Periodic 
BUN  and  serum  creatinine  determinations  should  be 
made,  especially  in  the  elderly,  diabetics  or  those  with 
suspected  or  confirmed  renal  insufficiency.  Watch  for 
signs  of  impending  coma  in  severe  liver  disease.  If 
spironolactone  is  used  concomitantly,  determine 
serum  K+  frequently;  both  can  cause  K + retention  and 
elevated  serum  K+.  Two  deaths  have  been  reported 
with  such  concomitant  therapy  (in  one,  recommended 
dosage  was  exceeded,  in  the  other  serum  electrolytes 
were  not  properly  monitored).  Observe  regularly  for 
possible  blood  dyscrasias,  liver  damage,  other 
idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  triamterene,  and 
leukopenia,  thrombocytopenia,  agranulocytosis,  and 
aplastic  anemia  have  been  reported  with  thiazides. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effect  may  be  enhanced  in  post- 
sympathectomy patients.  Use  cautiously  in  surgical 
patients.  The  following  may  occur:  transient  elevated 
BUN  or  creatinine  or  both,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be  al- 
tered), hyperuricemia  and  gout,  digitalis  intoxication 
(in  hypokalemia),  decreasing  alkali  reserve  with  possi- 
ble metabolic  acidosis.  ‘Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis,  rash,  ur- 
ticaria, photosensitivity,  purpura,  other  dermatological 
conditions;  nausea  and  vomiting,  diarrhea,  constipa- 
tion, other  gastrointestinal  disturbances.  Necrotizing 
vasculitis,  paresthesias,  icterus,  pancreatitis,  xanthop- 
sia and,  rarely,  allergic  pneumonitis  have  occurred 
with  thiazides  alone. 


Supplied:  Bottles  of  100  and  1000  capsules;  Single 
Unit  Packages  of  100  (intended  for  institutional  use 
only). 


SK&F  CO. 

a SrmlhKIme  company 


SK&F  CO. 

Carolina,  P R.  00630 


...in  the  functional  bowel/irritable  bowel  syndrome* 

Bentyl 

(dicyclomine  hydrochloride  USP) 

10  mg.  capsules,  20  mg.  tablets, 

10  mg./5  ml.  syrup,  10  mg. /ml.  injection 


helps  control  abnormal  motor  activity 
with  minimal  anticholinergic  side  effects1. 

Demonstrated  smooth  muscle  relaxant  activity. 

In  this  double-blind  study,  twenty  patients  having  G.l.  series  and  exhibiting 
spasm  were  randomly  selected  to  receive  either  2 cc.  of  Bentyl  or  sodium 
chloride  intramuscularly.  Ten  minutes  after  the  injection  another  radiograph 
was  taken  . . . 

. . . Bentyl  produced  definite  relaxation  in  8 of  10  patients.  The  sodium  chloride 
produced  relaxation  in  only  3 of  10.  No  side  effects  occurred  in  either  group  of  patients. 


Pylorospasm  has  Barium  meal  beginning 

almost  totally  blocked  to  pass  10  minutes 

passage  of  barium  after  intramuscular 

meal.  injection  of  20  mg.  Bentyl. 

“The  correlation  of  spasm  relief  and  drug  given  was  excellent.  ” 


Reference: 

King,  J.C.  and  Starkman,  N.M.:  Evaluation  of  an  antispasmodic. 
Double-blind  evaluation  to  control  gastrointestinal  spasms 
occurring  during  radiographic  examination.  A preliminary  report. 
Western  Med.  5:356-358,  1964 

Merrell 


♦This  drug  has  been  classified  probably  effective  in  treating 
functional  bowel/irritable  bowel  syndrome 

tSee  Warnings,  Precautions  and  Adverse  Reactions. 

See  following  page  for  prescribing  information. 
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Bentyl 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATIONS 

Based  on  a review  ot  this  drug  by  the  National  Academy  ot 
Sciences-National  Research  Council  and/or  other  informa- 
tion. FOA  has  classified  the  following  indications  as  "prob- 
ably" effective: 

For  the  treatment  of  functional  bowel/irritable  bowel 
syndrome  (irritable  colon,  spastic  colon,  mucous 
colitis)  and  acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RE- 
LIEVED BY  VARYING  COMBINATIONS  OF  SEDATIVE, 
REASSURANCE.  PHYSICIAN  INTEREST.  AMELIORA- 
TION OF  ENVIRONMENTAL  FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


CONTRAINDICATIONS  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy);  obstructive 
disease  of  the  gastrointestinal  tract  (as  in  achalasia,  pyloro- 
duodenal  stenosis);  paralytic  ileus,  intestinal  atony  of  the  elderly 
or  debilitated  patient,  unstable  cardiovascular  status  in  acute 
hemorrhage,  severe  ulcerative  colitis;  toxic  megacolon  compli- 
cating ulcerative  colitis;  myasthenia  gravis  WARNINGS:  In  the 
presence  of  a high  environmental  temperature,  heat  prostration 
can  occur  with  drug  use  (fever  and  heat  stroke  due  to  decreased 
sweating).  Diarrhea  may  be  an  early  symptom  of  incomplete 
intestinal  obstruction,  especially  in  patients  with  ileostomy  or 
colostomy.  In  this  instance  treatment  with  this  drug  would  be 
inappropriate  and  possibly  harmful.  Bentyl  may  produce  drowsi- 
ness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazard- 
ous work  while  taking  this  drug  PRECAUTIONS  Although  studies 
have  failed  to  demonstrate  adverse  effects  of  dicyclomine  hydro- 
chloride in  glaucoma  or  in  patients  with  prostatic  hypertrophy,  it 
should  be  prescribed  with  caution  in  patients  known  to  have  or 
suspected  of  having  glaucoma  or  prostatic  hypertrophy  Use  with 
caution  in  patients  with  Autonomic  neuropathy.  Hepatic  or  renal 
disease.  Ulcerative  colitis  Large  doses  may  suppress  intestinal 
motility  to  the  point  of  producing  a paralytic  ileus  and  the  use  of 
this  drug  may  precipitate  or  aggravate  the  serious  complication  of 
toxic  megacolon  Hyperthyroidism,  coronary  heart  disease,  con- 
gestive heart  failure,  cardiac  arrhythmias,  and  hypertension 
Hiatal  hernia  associated  with  reflux  esophagitis  since  anticholin- 
ergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS  Anticholmergics/antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention;  blurred  vision  and  tachycardia,  palpitations, 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache,  nervousness;  drowsiness;  weakness;  dizziness;  insom- 
nia: nausea;  vomiting,  impotence:  suppression  of  lactation,  con- 
stipation; bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations,  some  degree  of  mental  confusion  and/or  excite- 
ment. especially  in  elderly  persons;  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of 
lightheadedness  and  occasionally  local  irritation  DOSAGE  AND 
ADMINISTRATION  Dosage  must  be  adjusted  to  individual  patient's 
needs 

Usual  Dosage  Bentyl  10  mg  capsule  and  syrup  Adults  1 or  2 
capsules  or  teaspoonfuls  syrup  three  or  four  times  daily  Children 
1 capsule  or  teaspoonful  syrup  three  or  four  times  daily.  Infants:  Vi 
teaspoonful  syrup  three  or  four  times  daily.  (May  be  diluted  with 
equal  volume  of  water.)  Bentyl  20  mg  Adults  1 tablet  three  or  four 
times  daily  Bentyl  Injection  Adults  2 ml.  (20  mg.)  every  four  to  six 
hours  intramuscularly  only  NOT  FOR  INTRAVENOUS  USE.  MAN- 
AGEMENT OF  OVERDOSE:  The  signs  and  symptoms  of  overdose  are 
headache,  nausea,  vomiting,  blurred  vision,  dilated  pupils,  hot,  dry 
skin,  dizziness,  dryness  of  the  mouth,  difficulty  in  swallowing,  CNS 
stimulation.  Treatment  should  consist  of  gastric  lavage,  emetics, 
and  activated  charcoal.  Barbiturates  may  be  used  either  orally  or 
intramuscularly  for  sedation  but  they  should  not  be  used  if  Bentyl 
with  Phenobarbital  has  been  ingested  If  indicated,  parenteral 
cholinergic  agents  such  as  Urecholme"  (bethanecol  chloride  USP) 
should  be  used. 

Product  Information  as  of  October,  1978. 


Injectable  dosage  forms  manufactured  by  CONNAUGHT  LABORA- 
TORIES, INC  , Swiftwater,  Pennsylvania  18370  or  TAYLOR  PHAR- 
MACAL  COMPANY.  Decatur.  Illinois  62525  for  MERRELL-NATIONAL 
LABORATORIES,  Division  of  Richardson-Merrell  Inc.,  Cincinnati, 
Ohio  45215,  U S. A. 


Merrell 
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The  Electrocardiogram  and  Vectorcardiogram  in  Hyperkalemia  200 

Charles  D.  Johnson,  MD 

The  electrocardiogram  and  vectorcardiogram  in  a patient  with  renal  failure  and  advan- 
ced hyperkalemia  are  presented.  The  electrophysiological  effects  of  hyperkalemia  as  well  as 
the  differential  diagnosis  of  its  electrocardiographic  features  are  very  nicely  presented.  Pre- 
excitation, bundle  branch  block,  ventricular  tachycardia,  atrial  flutter  with  1:1  conduction 
and  aberration  are  some  of  the  entities  that  should  be  considered.  This  article  should  be  of 
interest  to  cardiologists,  nephrologists  and  general  internists. 

La  Nueva  Clasificación  de  la  Tuberculosis  210 

José  E.  Sifontes,  MD,  FAAP 

En  esta  edición  del  Boletín,  el  Dr.  Sifontes  presenta  la  nueva  clasificación  de  la  tuber- 
culosis basada  en  la  patogenia  de  la  enfermedad  y orientada  hacia  el  manejo  correcto  de  la 
persona  de  acuerdo  con  la  categoría  en  que  sea  clasificada.  Las  cuatro  categorías  en  esta 
nueva  clasificación  cubren  la  población  en  general  y permiten  ubicar  cada  paciente  en  un 
grupo  que  conlleva  un  significado  y unas  decisiones  sobre  tratamiento  y observación  ulterior. 
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Does  it  influence  your  choice  of 
a peripheral/cerebral  vasodilator  ? 


Vasodilan-compatible  with  coexisting  diseases 
(e.g.,  glaucoma,  diabetes) 

Vasodilan  has  not  been  reported  to  affect  the  course  of  coexisting  disease;  it  has 
not  been  reported  to  affect  blood  sugar  levels  or  to  raise  intraocular  pressure. 

Vasodilan-compatible  with  concomitant  therapy 

Vasodilan  has  not  been  reported  to  affect  the  treatment  of  coexisting  disease; 
it  is  compatible  with  such  drugs  as  hypoglycemics  and  miotics. 


Vasodilan-compatible  with  your  total  regimen  for 
vascular  insufficiency 

Vasodilan  can  bea  valuableadjunct  in  planninga  total  therapeutic  program  for 
vascular  insufficiency. 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  the  FDA  has 
classified  the  indications  as  follows 
Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular  insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans,  throm- 
boangiitis obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

Final  classification  of  the  less-than-effective  indications  requires  further  in- 
vestigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg 
Vasodilan  injection,  isoxsuprine  HCI,  5 mg.,  per  ml. 

Dosage  and  Administration:  Oral:  10  to  20  mg.,  three  or  four  times  daily 
Intramuscular:  5 to  10  mg.(l  or  2 ml.)  two  or  three  times  daily.  Intramuscular 
administration  may  be  used  initially  in  severe  or  acute  conditions 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to  oral 
use  when  administered  in  recommended  doses  Should  not  be  given  immediately 
postpartum  or  in  the  presence  of  arterial  bleeding. 


Parenteral  administration  is  not  recommended  in  the  presence  of  hypotension  or 
tachycardia 

Intravenous  administration  should  not  be  given  because  of  increased  likelihood 
of  side  effects. 

Adverse  Reactions:  On  rare  occasions  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  hypotension,  tachycardia, 
nausea,  vomiting,  dizziness,  abdominal  distress,  and  severe  rash.  If  rash  ap- 
pears the  drug  should  be  discontinued 

Although  available  evidence  suggests  a temporal  association  of  these  reactions 
with  isoxsuprine,  a causal  relationship  can  be  neither  confirmed  nor  refuted. 
Administration  of  single  dose  of  10  mg.  intramuscularly  may  result  in  hypoten- 
sion and  tachycardia  These  symptoms  are  more  pronounced  in  higher  doses 
For  these  reasons  single  intramuscular  doses  exceeding  10  mg.  are  not  recom- 
mended. Repeated  administration  of  5 to  10  mg.  intramuscularly  at  suitable  in- 
tervals may  be  employed. 

Supplied:  Tablets,  10  mg.,  bottles  of  100,  1000,  5000  and  Unit  Dose;  Tablets, 

20  mg.,  bottles  of  100,  500,  1000,  5000  and  Unit  Dose;  Injection,  10  mg  per 
2 ml.  ampul,  box  of  six  2 ml.  ampuls. 
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Eoch  capsule  or  tablespoonful  (15  ml)  liquid 
contains  theophylline  (onhydrous)  150  mg 
ond  glyceryl  guoiocolote  (guaifenesin) 

90  mg 


• theophylline  for  effective 
around-the-clock 
bronchodilotor  therapy 

• 100%  free  theophylline 

Indications:  For  the  symptomoric  relief  of  bronchospostic 
conditions  such  as  bronchial  asthma,  chronic  bronchitis, 
and  pulmonary  emphysema 

Warnings:  Do  nor  administer  more  frequently  than  every 
6 hours  or  within  12  hours  after  rectal  dose  of  any  prepara- 
tion containing  theophylline  or  aminophylline.  Do  nor 
give  other  compounds  containing  xanthine  derivatives 
concurrently 

Precautions:  Use  with  caution  in  patients  with  cardiac 
disease,  hepatic  or  renal  impairment.  Concurrent  adminis- 
tration with  certain  antibiotics,  i e , clindamycin,  erythro- 
mycin, rroleandomycm,  may  result  in  higher  serum  levels 
of  rheophyllme.  Plasma  prothrombin  and  foaor  V may 
increase,  bur  any  clinical  effect  is  likely  to  be  small.  Metab- 
olites of  guaifenesin  may  contribute  to  increased  urinary 
5-hydroxyindoleaceric  acid  readings,  when  determined 
with  mtrosonaphrhol  reagent.  Safe  use  in  pregnancy  has 
not  been  established  Use  in  case  of  pregnancy  only  when 
clearly  needed 

Adverse  Reactions:  Theophylline  may  exert  some  stimu- 
lating effea  on  the  central  nervous  sysrem.  Its  administra- 
tion may  cause  local  irritation  of  the  gastric  mucosa,  with 
possible  gastric  discomfort,  nausea,  and  vomiting.  The 
frequency  of  adverse  reactions  is  related  to  the  serum 
theophylline  level  and  is  nor  usually  a problem  or  serum 
theophylline  levels  below  20  mcg/ml. 

How  Supplied:  Capsules  in  bottles  of  100  and  1000  ond 
unit-dose  packs  of  100:  Liquid  in  bottles  of  1 pint  and  1 
gallon. 

See  package  insert  for  complete  prescribing  information. 
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the  electrocardiogram  and  vectorcardiogram 

IN  HYPERKALEMIA 

Charles  D.  Johnson,  MD 


Summary:  I present  the  electrocardiogram  and 
vectorcardiogram  in  a case  of  advanced  hyper- 
kalemia and  review  the  electrocardiographic  as- 
pects. Vectorcardiograms  of  hyperkalemia  appear 
distinctly  rare. 

Index  words:  Hyperkalemia 

Electrocardiogram 
V ectorcardiogram 

Resumen:  Les  presento  el  electrocardiograma  y 
el  vectocardiograma  en  un  caso  de  hyperkalemia 
y la  revisión  de  los  aspectos  electrocardiográ- 
ficos.  Los  vectocardiogramas  de  la  hyperkale- 
mia se  muestran  marcadamente  raros. 

Although  a number  of  electrocardiographic 
studies  have  addressed  themselves  to  hyperkale- 
mia, vectorcardiographic  studies  appear  dis- 
tinctly rare.  I wish  to  report  the  electrocardio- 
gram (ECG)  and  vectorcardiogram  (VCG)  in  a 
case  of  marked  hyperkalemia. 

Description  of  Tracings 

This  patient  was  a 23-’year-old  male  with 
chronic  renal  disease  and  a history  of  drug  ad- 
diction who  had  suffered  uremic  manifestations 
and  was  acidotic,  hypertensive  and  in  heart  fai- 
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lure.  He  was  undergoing  peritoneal  dialyses. 

Figure  1 A,  an  ECG  taken  on  9-22-69  (Bun 
231,  creatinine  22  mg/100  ml),  shows  left  axis 
deviation  (LAD)  of  -15  degrees,  a Q-T  interval 
of  0.33  second  (S)  and  tall  symmetrical  T waves; 
the  serum  potassium  (K+)  was  6.6  meq/liter  (L) 
two  days  prior.  These  findings  were  not  present 
on  10-20-69,  Figure  1 B (axis  +45  degrees,  Q-T 
interval  = 0.40  S),  when  the  K+  was  most  likely 
normal.  The  Bun  was  140,  and  the  K+  was  6.9 
on  1-21-70  and  7.8  meq/L  on  1-24-70.  Figure  2 
is  an  ECG  from  the  emergency  room  taken  on 
2-6-70  when  the  K+  was  8 plus  (probably  in 
the  range  of  10)  meq/L.  The  rate  range  is  60 
to  108  per  minute  and  the  axis  is  difficult  to 
determine,  but  appears  to  be  oriented  superior- 
ly, leftward  and  posteriorly.  Atrial  activity  is 
not  evident  and  large,  broad  (0.26  S in  lead  11 
to  0.44  S in  Vy)  bizarre  QRS  complexes  of  low 
R amplitude  and  broad,  deep  S waves  exist  with 
blending  of  the  QRS,  ST  and  T waves.  A sem- 
blance of  depressed  ST  segments,  and  T waves 
are  visible  in  leads  1 and  aVL;  U waves  are  not 
seen.  Figure  3 was  obtained  later  on  the  same 
day  prior  to  therapy.  The  rate  varies  from  75- 
100;  there  are  escape  intervals  with  duration 
up  to  2.8  S,  and  a superior,  rightward  poste- 
rior axis.  Again,  no  atrial  activity  is  visible 
and  the  QRS  width  measures  a maximum  of 
0.36  S in  lead  11  and  0.60  S in  Vy,  manifest- 
ing different  QRST  configurations  in  leads  1, 
111  and  aVF  than  in  Figure  2.  The  broad, 
apparently  ventricular  escape  beats,  have  a 
slightly  distinctive  configuration.  These  latter 
two  figures  demonstrate  advanced  hyperka- 
lemia with  sinoventricular  conduction,  pseudo- 
ventricular  rhythms  and  periods  of  ventricular 
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Figure  1 A.  ECG  of  9-22-69,  showing  LAD  and  tall 

4- 

symmetrical  T waves;  serum  K was  6.6  rneq/L  two 
days  prior. 

1 B ECG  of  10-20-69,  when  the  above  findings  were 
not  present  and  the  serum  K~*  was  most  likely  normal. 
See  text. 


arrest.  Sinoatrial  (SA)  block  or  arrest  and 
atrioventricular  (AV)  block  cannot  be  exclu- 
ded. Figure  4 A consists  of  lead  11  strips 
(Strips  a to  f)  following  therapy  (a  total  of  5 
ampuls  of  10  percent  calcium  gluconate  intra- 
venously) at  15  S,  2,  4,  6,  6 and  9 minutes,  res- 
pectively. Large  broad  QRS  complexes  joining 
prominent  peaked  T waves  and  absent  P waves 
in  Strips  a and  b,  gradually  change  to  smaller 
and  narrower  QRS  complexes  showing  some 
ST  delineation  and  smaller  peaked  T waves. 
Atrial  activity  appears  in  Strip  e as  normally- 
shaped  P waves  with  normal  P-R  intervals.  The 
ventricular  complexes  remain  somewhat  wid- 
ened in  Strip  f.  Figure  4 B is  a complete  tracing 
taken  9 minutes  or  more  after  initiation  of  cal- 
cium gluconate  therapy.  The  rhythm  is  normal 
sinus  and  the  rate  75;  the  QRS  interval  = 0.14  S 
and  the  Q-T  = 0.42  S;  the  axis  is  - 80  degrees 
compatible  with  a left  anterior  hemiblock 
(LAH).  The  P waves  vary  in  configuration  in 
lead  11.  Only  tiny  r waves  are  present  in  leads 


11,  111  and  aVF;  a tiny  q is  seen  in  V2.3  but  q 
waves  are  absent  in  Vg.g;  T waves  remain  tall 
and  peaked;  one  QRS  in  V]  shows  a different 
conduction. 

Figure  5 is  a Frank  VCG  taken  prior  to 
therapy  (corresponds  to  the  ECG,  Figure  3). 

The  QRS  and  ST-T  loops  are  large,  grotesque 
and  nondescript  with  a “baggy”  appearance, 
particularly  noticeable  in  the  amplified  views. 
The  horizontal  (H)  plane  shows  mainly  clock- 
wise (cw)  rotation,  a generalized  abnormal 
velocity,  terminal  slowing,  a maximal  right 
QRS  vector,  a large  leftward  posterior  ST  vec- 
tor and  a huge  cw  or  figure-of-8,  leftward  pos- 
terior T loop.  The  right  sagittal  (RS)  loops 
are  large,  of  abnormal  velocity  of  inscription 
with  terminal  slowing  and  are  located  supe- 
riorly. There  is  a lage  posterior  ST  vector  and 
a large  (equals  QRS  loop)  counterclockwise 
(ccw)  posterior  inferior  T loop  with  diffuse 
slowing  of  velocity.  The  XYZ  leads  reveal 
absent  P waves  and  broad  bizarre,  irregular 
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Figure  2.  Emergency  Room  ECG  of  2-6-70,  when  the 
was  8 plus  meq/L.  The  axis  is  oriented  superiorly 
and  posteriorly.  Atrial  activity  is  not  evident,  while 
large,  bizarre  QRS  complexes  with  broad  deep  S waves 
with  blending  of  the  QRS,  ST  and  T waves  are  observed. 


QRS  complexes;  QRS  forces  are  mainly  right- 
ward,  superior  and  anterior.  The  exact  time 
sequence  of  the  loops  in  Figure  6 A is  not  de- 
finite but  they  were  probably  obtained  imme- 
diately after  therapy.  The  H plane  loop  is 
now  smaller,  more  normal  in  appearance,  show- 
ing ccw  rotation  and  posterior  orientation;  no 
P loop  is  present  but  the  T loop  is  discordant, 
anterior  and  leftward,  measuring  1.45  mv.  The 
frontal  plane  (F)  loop  is  still  quite  abnormal 
with  ccw  rotation  and  superior,  partly  rightward 
location,  afferent  slowing  and  absence  of  initial 


inferior  forces;  the  T loop  is  long  (1.45  mv), 
oriented  inferior  and  leftward,  with  a tendency 
to  a diffuse  equal  velocity.  Figure  6 B shows 
a complete  VCG  of  the  same  day,  after  calcium 
gluconate  administration.  Initial  QRS  vectors 
exit  anteriorly,  leftwardly  and  superiorly,  and 
the  main  loops  are  located  superiorly,  rotating 
ccw  in  the  H and  F planes  and  as  a “double  8” 
in  the  RS  plane;  there  is  initial  and  late  slowing. 
The  T loop  is  still  prominent  (1.5  mv)  and  nor- 
mally located,  while  the  P loops  are  variable, 
mainly  posterior  and  inferior.  The  XYZ  leads 
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Figure  3.  ECG  obtained  later  on  2-6-70,  prior  to 
therapy,  again  illustrating  absent  atrial  activity,  long 
escape  intervals  and  broad  bizarre  QRS  complexes.  Fi- 
gures 2 and  3 appear  to  represent  advanced  hyperka- 
lemia with  sinoventricular  conduction,  pseudoventricular 
rhythms  and  periods  of  ventricular  arrest.  See  text. 


show  a low  P In  lead  X,  a superior  axis,  initial 
slurring  in  Y and  peaked  T waves.  These  are 
compatible  with  incomplete  right  bundle  branch 
block  (RBBB),  LAH,  inferior  myocardial  infarc- 
tion and  prominent  T waves,  corresponding  to 
moderate  hyperkalemia. 


Discussion 

Classical  electrocardiographic  features  in 
hyperkalemia  may  comprise  one  or  more  of  the 
following,  which  are  usually  evident  at  K+  le- 1 
veis  of  6.0  meq/L  or  greater  (1-10).  The  earliest 
and  most  common  finding  is  tall,  peaked  sym- 
metrical T waves  with  a narrow  base,  the  “ten-J 


ted  T’s  of  toxicity”.  Eventually  the  T ampli- 
tude may  surpass  that  of  the  R wave  and  take-up 
almost  the  whole  of  the  ST  segment;  however, 
the  T waves  may  have  a normal  amplitude. 
They  may  mask  primary  T abnormalities  and 
may  cause  the  inverted  T’s  of  left  ventricular 
hypertrophy  to  become  upright. 

The  QRS  complex  begins  to  widen  and 
the  Q-T  interval  to  shorten  (may  be  normal 
or  prolonged  later)  at  a K+  of  6-7  meq/L.  At 
7-10  meq/L,  R waves  decrease  in  amplitude 
as  S waves  increase  in  depth  and  width.  P-R 
intervals  lengthen  (yet  slight  P-R  shortening 
and  speeding  of  transmission  can  manifest 
in  mild  hyperkalemia)  and  AV  conduction 
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Lead  11. 


Figure  4 A.  Lead  11  strips,  2-6-70,  following  admi- 
nistration of  10  percent  calcium  gluconate,  showing 
gradual  reappearance  of  P waves  and  more  normal 
QRS-T  complexes. 

4 B.  A complete  ECG  taken  later  after  therapy 
demonstrating  a normal  sinus  rhythm,  LAH,  peaked 
T waves,  tiny  r waves  in  the  inferior  leads  and  tiny 
q waves  in  V9_g- 


is  depressed  at  > 7.5  meq/L.  The  sinus  pa- 
cemaker may  shift;  P waves  decrease  in  ampli- 
tude, flatten  and  widen,  and  may  disappear 
even  when  QRS  complexes  are  still  well-defi- 
ned (>  7-8  meq/L).  SA  block  and  depressed 
intraatrial  conduction  (more  likely  than  SA 
arrest  or  standstill)  ensue,  with  sinoventricu- 
lar  conduction.  Sinoventricular  conduction 


means  direct  transmission  of  the  impulse  from 
the  SA  node  to  the  AV  node  via  specialized 
tracts  without  depolarizing  the  surrounding, 
atrial  myocardium,  manifesting  as  an  absence 
of  sinus  or  ectopic  atrial  waves,  and  a slow, 
wide  bizarre  QRS  complex  with  tall  symme- 
trical T waves  (11,  12). 

AV  block,  especially  second  and  high 
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Figure  5.  A Frank  VCG  taken  prior  to  calcium 
gluconate  administration  corresponding  to  the  ECG 
of  Figure  3..  Large,  grotesque,  nondescript  QRS  and 
ST-T  loops  are  illustrated,  with  abnormal  size,  con- 
figuration, orientation,  rotation  and  velocity  of  ins- 
cription. 


degree  block,  has  been  regarded  as  rare  in 
hyperkalemia  (the  P wave  disappears  before 
advanced  AV  block  can  be  recognized).  How- 
ever, at  K+  > 8 meq/L,  Wenckebach  (R-R 
interval  shortening),  Type  B second  degree 
and  advanced  AV  block  may  occur  (8,  13-16). 

At  K+  of  8-10  meq/L  or  more,  there 
appears  uniform  slowing  of  ventricular  con- 
duction. Eventually  broad  QRS  complexes, 
ST  segments  and  T waves  blend  (approxima- 
tely 11  meq/L)  into  large,  bizarre,  biphasic 
irregular  undulations  similar  to  smooth  con- 
tinuous sine  waves , perhaps  representing  ventri- 
cular flutter  (VF)  as  preterminal  monophasic 


complexes.  At  this  stage  the  ST  segment  has 
disappeared  (it  may  be  depressed  or  noniden- 
tifiable  in  moderate  hyperkalemia)  forming  a 
straight  line  transition  from  the  nadir  of  S to 
peak  of  the  T wave.  Loss  of  R waves,  transient 
Q waves  and  elevated  ST  segments  with  inver- 
ted T waves  can  be  seen.  The  “injury  currents” 
may  result  from  nonhomogenous  distribution 
of  potassium  or  be  secondary  to  the  broa- 
dened QRS  complexes  (9,  17-19).  Hyperkale- 
mia may  accentuate  right  and  superior  termi- 
nal forces  and  cause  or  simulate  bundle  branch 
block  (BBB)  and  hemiblocks.  Isolated  LAH 
and  left  posterior  hemiblock  (LPH),  RBBB, 
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Figure  6 A.  VCG  loops  are  less  abnormal  but  still 
show  posterior  and  superior  QRS  loop  orientation 
and  large  discordant  T loops. 

6 B.  A later  complete  VCG  of  the  same  day,  more 
normal,  but  continuing  to  present  abnormal  initial 
QRS  vectors,  superior  QRS  loop  orientation  and  long 
T loops,  compatible  with  the  patterns  of  “incomplete 
RBBB,  LAH,  inferior  myocardial  infarction  and  promi- 
nent T waves”,  corresponding  to  moderate  hyperka- 
lemia. 


left  BBB  (LBBB),  RBBB  with  LAH  or  LPH, 
LBBB  with  an  abnormal  LAD  and  trifascicular 
block  have  been  reported  (15,  20-22).  These 
may  be  due  to  transient  or  disproportionate 
conduction  delay  in  fascicles  of  the  His  bundle 
branch  system. 

U waves  are  less  prominent  or  disappear 


but  a low  P may  simulate  them. 

The  precise  localization  of  the  cardiac 
pacemaker,  supraventricular  versus  ventricular, 
is  difficult  or  impossible  once  P waves  disappear. 
Primary  pacemakers  may  be  slowed  and  subsi- 
diary pacemakers  accelerated.  Sinus  bradycar- 
dia can  occur  but  there  may  be  insignificant 
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slowing  or  acceleration  of  the  SA  node.  Atrial 
fibrillation  (Af),  accelerated  junctional  rhythm, 
low  atrial  or  irregular  slow  junctional  and  ventri- 
cular escape  rhythms,  escape-capture  bigeminy, 
concealed  conduction,  exit  block  from  the  junc- 
tion and  possibly  ventricular  tachycardia  (VT) 
and  slow  VT  follow  at  moderate  to  advanced 
levels  of  hyperkalemia.  The  ventricular  response 
and  configuration  are  variable,  regular  or  irre- 
gular, slow  or  rapid.  Ectopy  is  rare  until  ter- 
minally. VF  and  fibrillation  (Vf)  are  dire  com- 
plications at  K+  of  12-14  meq/L,  and  probably 
result  from  uneven  ventricular  recovery  and 
reentry,  facilitated  by  the  slow  intraventricular 
conduction  and  action  potential  (AP)  of  short 
duration.  Cardiac  arrest  and  standstill  may  re- 
sult from  the  ventricular  muscle  fibers  being 
depolarized  to  a critical  non-excitable  state,  and/ 
or  to  failure  of  junctional  and  ventricular  es- 
cape when  sinus  conduction  fails  (13).  Hyper- 
kalemia may  also  foster  failure  of  artificial 
pacemaker  to  capture  the  ventricles  (6,  14). 

The  rapidity  of  K+  change  is  important. 
Hyponatremia,  hypocalcemia,  hypermagnese- 
mia and  acidosis  enhance,  while  a normal  pH 
and  sodium  decrease  the  electrocardiographic 
effect.  Digitalis  may  mask  the  typical  T wave. 
Calcium  concentration  may  play  a role  in  AV 
and  intraventricular  conduction,  and  vulnera- 
bility to  Vf. 

Electrophysiological  Effects  of  Hyperkale- 
mia (5,  6,8,  11,  14,  16) 

There  occurs  a gradual  depression  of 
excitability  and  conduction  velocity  of  spe- 
cialized pacemaker,  conduction  and  muscular 
tissues  throughout  the  heart;  this  includes  chan- 
ges in  the  recovery  process  initially  and  later 
in  activation.  Hypopolarization,  a decreased 
or  less  negative  resting  membrane  potential, 
results  from  a decreased  transmembrane  gra- 


dient of  potassium.  There  is  a decreased  du- 
ration and  amplitude  of  the  AP,  as  well  as 
a decreased  upstroke  velocity  of  Phase  0 to 
the  point  of  inexcitability.  A reduction  of  the 
slope  of  diastolic  depolarization,  Phase  4,  and 
automaticity  of  all  pacemaker  fibers  occurs. 
Threshold  potential  is  augmented  and  vagal 
effect  altered.  The  SA,  AV  nodes  and  inter- 
nodal  tracts  usually  are  resistant  to  hyper- 
kalemia as  a feature  of  the  differential  sensiti- 
vities of  cardiac  fibers.  Conduction  is  depressed 
in  the  atrial  myocardium,  His-Purkinje  system 
and  ventricles  causing  a prolonged  H-V  interval 
in  the  His  bundle  recording. 

The  studies  of  Ettinger  & Regan  (14)  (K+ 
of  9-10  meq/L  have  shown  the  H complex  itself 
to  be  wide,  slurred,  of  reduced  amplitude  and 
almost  always  preceding  the  QRS  complex. 
AV  dissociation,  irregular  R-R  intervals,  accele- 
rated junctional  rhythms,  AV  Wenckebach, 
reentry,  supernormal  conduction  and  disappear- 
ance of  P waves  were  observed,  yet  intraatrial 
electrodes  continued  to  record  P waves.  After 
asystole  there  was  continued  passage  of  impul- 
ses down  the  Purkinje  network  appearing  to 
stop  at  the  Purkinje-muscle  junction.  They 
found  altered  intramural  activation,  also.  His 
bundle  and  atrial  pacing  studies  likewise  have 
uncovered  intraatrial  and  His-Purkinje  system 
transmission  delays  (15). 

Differential  Diagnosis 

Tall  peaked  T waves  may  be  seen  in  nor- 
mal individuals,  especially  those  with  vago- 
tonia, in  athletes,  bradycardia  and  tachycardia, 
in  volume  overload  of  the  left  ventricle,  alcoho- 
lism and  psychiatric  diseases,  cerebrovascular 
accidents,  cardiac  rupture,  hemopericardium 
and  in  subendocardial  and  epicardial  ischemia 
(5).  The  T waves  of  hyperkalemia  are  tent- 
shaped and  symmetrical.  The  ST  segment 
elevation,  “dialyzable  currents  of  injury” 
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and  even  Q and  QS  complexes  have  mimicked 
acute  myocardial  injury,  infarction  or  pericar- 
ditis (9,  17-19).  Tall  peaked  U waves  of  hypo- 
chloremic alkalosis  have  simulated  hyperka- 
lemic  T waves;  an  easily  identifiable  U wave 
points  against  the  tall  T being  due  to  hyperka- 
lemia. 

Broad  QRS  complexes  may  mimic  pre- 
excitation (initial  widening)  and  conventional 
BBB.  RBBB  manifests  late  slowing  and  absence 
of  an  initial  wide  portion,  while  LBBB  mani- 
fests mid  and  late  slowing  without  a wide  S 
wave  in  the  left  precordial  leads  (2,  5,  8).  Bi- 
zarre broad  QRS  complexes  may  also  be  ob- 
served in  atrial  flutter  with  1:1  conduction 
and  aberration,  hypokalemia  (24)  and  the 
pseudoventricular  tachycardias  of  the  Wolff- 
Parkinson-White  syndrome.  VT  or  its  sem- 
blance may  occur;  however,  true  ventricular 
arrythmias  may  be  uncommon  except  termi- 
nally. Many  if  not  most  of  the  “VT’s”  in  hu- 
mans represent  junctional  or  even  sinoventri- 
cular rhythms  with  aberration  (14). 

Sinoventricular  conduction  may  intro- 
duce a number  of  diagnostic  possibilities  inclu- 
ding sinus  arrest  or  standstill,  SA  block,  Af, 
preexcitation,  AV  dissociation,  all  degrees  of 
AV  block,  junctional  and  ventricular  escape 
rhythms  and  bigeminy,  pseudoreciprocal  rhy- 
thms and  alternation  of,  or  supernormal  AV 
conduction  (12). 

The  ECG  in  advanced  hyperkalemia  is 
almost  identical  to  that  of  the  “dying  heart” 
or  agonal  rhythm,  but  enjoys  the  important 
attribute  of  reversibility  (5,  14). 

Vectorcardiographic  studies  of  acute  hy- 
perkalemia appear  to  be  rare,  particularly  of 
the  magnitude  and  character  described  in 
this  patient.  In  mild  hyperkalemia  the  T loop 
is  of  augmented  amplitude  and  the  time  points 
between  instantaneous  vectors  are  relatively 
equal  spaced  during  the  entire  loop,  rather 
than  slow  and  fast.  Severe  hyperkalemia  may 
cause  an  increase  in  QRS  loop  duration,  often 


with  a headward  displacement  of  the  QRS 
maximal  vector,  while  the  magnitude  of  the  ST 
vector  is  abnormally  large  (25). 
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LA  NUEVA  CLASIFICACION  DE  LA  TUBERCULOSIS 


José  E.  Sifontes,  MD,  FAAP 


Resumen  y Conclusiones:  Se  presenta  la  nueva 
clasificación  de  la  tuberculosis  la  cual  se  ajusta 
a los  nuevos  conceptos  del  diagnóstico,  la  qui- 
mioterapia y quimioprofilaxis  de  la  tuberculosis 
y de  las  enfermedades  causadas  por  micobac- 
terias  atípicas.  Dicha  clasificación  es  sencilla, 
fácil  de  utilizar  por  la  profesión  médica,  toma 
en  consideración  la  importancia  de  verificar 
que  el  tratamiento  sea  completo  y permite 
recalcar  la  evaluación  y tratamiento  preventi- 
vo de  las  personas  sanas  que  están  en  alto  riesgo 
de  desarrollar  la  enfermedad. 

Summary  and  Conclusions:  The  new  classi- 
fication of  tuberculosis  is  presented.  It  is  one 
which  is  in  accord  with  the  new  concepts  of 
diagnosis,  chemotherapy  and  chemoprophy- 
laxis of  tuberculosis  and  of  diseases  produced 
by  atypical  mycobacteria.  This  classification 
is  simple,  easy  to  utilize  by  physicians,  takes 
into  consideration  the  importance  of  seeing 
to  it  that  therapy  is  complete  and  emphasizes 
evaluation  and  preventive  therapy  of  well  per- 
sons who  are  at  high  risk  of  developing  tu- 
berculosis. 

Desde  el  año  1974  existe  una  nueva  cla- 
sificación de  la  tuberculosis  basada  en  la  pato- 
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genia  de  la  enfermedad  y orientada  hacia  el 
manejo  correcto  de  la  persona  de  acuerdo 
con  la  categoría  en  que  sea  clasificada  (1). 

La  clasificación  de  la  tuberculosis,  hasta 
los  principios  de  la  década  del  70,  estaba  ba- 
sada en  las  descripciones  de  la  extensión  y ac- 
tividad de  la  enfermedad.  Por  ejemplo,  se  ha- 
blaba de  lesiones  mínimas,  moderadamente 
avanzadas  y avanzadas.  La  determinación  de 
la  extensión  de  la  enfermedad  era  a veces  com- 
plicada. La  inactividad  de  la  enfermedad  se 
basaba  en  la  ausencia  de  cambios  radiográficos 
durante  períodos  de  6 meses,  además  de  evi- 
dencia de  los  estudios  bacteriológicos  negativos 
y la  ausencia  de  cavernas. 

Los  nuevos  antimicrobianos  contra  la  tu- 
berculosis hicieron  innecesarios  estos  criterios 
dado  el  hecho  de  que  con  los  medicamentos 
disponibles  casi  todos  los  enfermos  tuberculo- 
sos son  curables.  Actualmente,  la  causa  prin- 
cipal de  los  fracasos  del  tratamiento  de  la  tu- 
berculosis es  que  el  enfermo  no  se  tome  los  me- 
dicamentos indicados. 

Otro  aspecto  que  ha  hecho  importante 
un  cambio  en  la  clasificación  es  la  disponibilidad 
de  la  isoniacida  como  agente  quimioprofilácti- 
co  y la  eficacia  de  la  misma  para  mantener 
libres  de  la  enfermedad  tuberculosa  a las  per- 
sonas que  son  contactos  de  los  enfermos  tu- 
berculosos y las  personas  que  solamente  tienen 
evidencia  de  la  infección  tuberculosa.  Por  in- 
fección tuberculosa  se  entiende  la  persona 
que  tiene  el  Mycobacterium  tuberculosis  en  el 
cuerpo,  el  cual  se  asume  que  está  vivo  y que 
podrá  causar  enfermedad  en  cualquier  período 
de  la  vida  de  la  persona.  La  evidencia  de  in- 
fección por  tuberculosis  se  basa  en  una  reac- 
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ción  a la  tuberculina  de  10  mm  o más  de  diá- 
metro empleando  el  derivado  proteíco-puri- 
ficado  en  dosis  intermedia  de  5 unidades. 

Por  infección  y enfermedad  tuberculosa 
se  entiende  que  hay  evidencia  de  tuberculosis 
manifestada  por  radiografías  anormales  o le- 
siones extrapulmonares  o bacteriología  posi- 
tiva. El  enfermo  puede  tener  síntomas  o éstos 
pueden  estar  ausentes  y puede  ser  o no  ser  con- 
tagioso. 

El  hecho  de  que  la  enfermedad  por  mico- 
bacterias  puede  ser  causada  por  micobacterias 
no  tuberculosas  o atípicas  hizo  necesario  aña- 
dir a la  clasificación  de  tuberculosis  este  tipo 
de  enfermedades. 

A continuación  se  presenta  la  clasifica- 
ción de  tuberculosis  que  ha  sido  recomendada 
por  la  “American  Thoracic  Society”  y que  está 
siendo  usada  desde  el  1974  (2). 

Clasificación  de  la  Tuberculosis 

0.  Sin  infección  y sin  contacto  con  tuber- 
culosis (no  hay  historia  de  contacto  y 
la  prueba  de  tuberculina  es  negativa). 

1.  Contacto  con  tuberculosis  sin  infección 
(hay  historia  de  contacto  pero  la  reacción 
a la  prueba  de  la  tuberculina  es  negativa). 

II.  Infección  tuberculosa  sin  enfermedad  (la 
reacción  a la  prueba  de  la  tuberculina  es 
positiva,  los  estudios  bacteriológicos  son 
negativos  — si  se  han  hecho;  no  hay  alte- 
raciones radiográficas  ni  síntomas  com- 
patibles con  tuberculosis). 

Quimioterapia  preventiva: 

A.  Ninguna 

B.  Recibiendo  quimioterapia  desde  

(fecha). 

C.  Terminó  la  quimioterapia  en  

(fecha). 


1.  Completó  el  tratamiento  reco- 
mendado. 

2.  Tratamiento  incompleto. 

III.  Tuberculosis:  infección  y enfermedad 

A.  Ubicación  de  la  enfermedad  (sede 
principal  y otras  si  son  importantes) 

1.  Pulmonar 

2.  Pleural 

3.  Linfática 

4.  Huesos  y articulaciones 

5.  Urogenital 

6.  Miliar 

7.  Meníngea 

8.  Peritoneal 

9.  Otra 

B.  Bacteriología 

1.  Positiva 

a.  Por  microscopía  solamen- 
te   (fecha). 

b.  Por  cultivo  solamente  

(fecha). 

c.  Por  microscopía  y cultivo 
(fecha). 

2.  Negativa 

3.  Pendiente 

4.  No  se  hizo 

C.  Quimioterapia 

1.  Ninguna 

2.  Recibiendo  quimioterapia  desde 
(fecha). 

3.  Terminó  la  quimioterapia 

(fecha). 

a.  Completó  el  tratamiento  re- 
comendado. 

b.  Tratamiento  incompleto. 

En  algunos  casos  la  siguiente  información 
es  necesaria: 
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D.  Radiogafias 

1.  Normales 

2.  Anormales 

a.  Cavitaria  o no  cavitaria 

b.  Estable,  empeorando  o me- 
jorando. 

E.  Prueba  de  la  Tuberculina 

1.  Positiva 

2.  Dudosa 

3.  Negativa 

4.  No  se  hizo 

Sospechoso  de  tuberculosis:  esta  clasi- 
ficación se  puede  usar  hasta  tanto  se  comple- 
ten los  procedimientos  de  diagnóstico  pero 
solamente  por  un  período  de  3 meses. 

Clasificación  de  Otras  Enfermedades  Por  Mi- 
cobacterias 

Enfermedad  por  Mycobacterium  

(especificar  el  microorganismo) 

A.  Ubicación  de  la  enfermedad  (sede 
predominante  y otras  si  son  im- 
portantes) 

1.  Pulmonar 

2.  Pleural 

3.  Linfática 

4.  Huesos  y articulaciones 

5.  Urogenital 

6.  Miliar 

7.  Meningea 

8.  Peritoneal 

9.  Otra 

B.  Bacteriología 

1.  Positiva 


a.  Por  microscopía  solamen- 
te   (fecha) 

b.  Por  microscopía  y cultiuo 
(fecha). 

Especie  o Clasificación 
Runyon  

2.  Negativa 

3.  Pendiente 

C.  Quimioterapia 

1.  Ninguna 

2.  Recibiendo  la  quimioterapia  des- 
de   (fecha). 

3.  Terminó  la  quimioterapia 

(fecha). 

a.  Completó  el  tratamiento 
recomendado. 

b.  Tratamiento  incompleto 

D.  Radiografías 

1.  Normales 

2.  Anormales 

a.  Cavitaria  o no  cavitaria 

b.  Estable,  empeorando  o me- 
jorando. 

Significado  de  las  distintas  Categorías 

Las  cuatro  categorías  cubren  la  pobla- 
ción en  general  y permiten  ubicar  cada  per- 
sona en  un  grupo  que  conlleva  un  significado 
y unas  decisiones  sobre  tratamiento  y ob- 
servación ulterior  (3). 

Categoría  O. 

No  hay  infección  ni  exposición  a la  tu- 
berculosis. Esta  categoría  incluye  la  mayo- 
ría de  las  personas  que  ven  los  médicos  hoy 
en  día  en  Puerto  Rico.  Es  importante  cono- 
cer las  personas  que  ni  tienen  la  infección 
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tuberculosa  ni  la  exposición  a la  enfermedad, 
de  manera  que  si  en  el  futuro  tienen  contac- 
to con  un  enfermo  tuberculoso  se  podría  iden- 
tificar la  infección  reciente  si  ésta  sucede.  La 
frecuencia  con  que  se  debe  repetir  la  tuber- 
culina  en  estas  personas  depende  de  los  sín- 
tomas y del  riesgo  de  contagio  en  sus  ambien- 
tes. En  los  médicos  que  trabajan  con  adultos 
el  riesgo  es  alto  (4)  y debe  repetirse  la  prueba 
de  la  tuberculina  por  lo  menos  una  vez  al  año. 

Categoría  I 

Esta  categoría  incluye  las  personas  que 
están  expuestas  a la  tuberculosis  pero  no  pre- 
sentan evidencia  de  infección.  En  esta  catego- 
ría se  incluyen  los  contactos  domiciliarios  de 
enfermos  tuberculosos  que  tienen  la  reacción 
negativa  a la  prueba  de  la  tuberculina.  Algun- 
nas  de  estas  personas  pueden  haberse  conta- 
giado recientemente,  pero  no  ha  pasado  el  pe- 
ríodo de  incubación  de  la  tuberculosis  y la 
tuberculina  no  se  ha  convertido  a positiva. 
En  éstas,  al  repetir  la  prueba  después  de  10  se- 
manas del  contagio  inicial,  podría  encontrarse 
que  la  misma  es  positiva.  La  isoniacida  está 
indicada  en  estas  personas  (a  menos  que  pre- 
senten contraindicaciones  por  riesgo  de  toxi- 
cidad del  medicamento)  hasta  que  se  conozca 
el  resultado  de  la  prueba  de  tuberculina  repe- 
tida. 

Categoría  II. 

En  esta  categoría  la  reacción  a la  prueba 
de  la  tuberculina  es  positiva.  Hay  infección 
tuberculosa  sin  enfermedad.  Esta  categoría 
es  relativamente  común  en  las  personas  mayo- 
res. Son  las  que  en  alguna  época  en  su  vida 
se  contagiaron  con  el  Mycobacterium  tuber- 
culosis pero  no  llegaron  a desarrollar  la  en- 
fermedad. Están  en  riesgo  de  desarrollar  la 
enfermedad  por  el  resto  de  sus  vidas;  deben 
recibir  isoniacida  si  son  niños  y pueden  ser 


candidatos  para  quimioprofilaxis  con  isonia- 
cida si  son  adultos  menores  de  36  años  de 
edad  o si  hay  factores  de  riesgo  importantes; 
por  ejemplo,  tratamiento  con  corticosteroi- 
des. 

Categoría  III. 

Infección  y enfermedad  tuberculosa.  Estas 
son  las  personas  que  están  enfermas  con  la 
tuberculosis.  El  contagio  pudo  haber  sucedido 
recientemente  o muchos  años  antes.  Cuando 
la  persona  llega  al  médico  con  la  enfermedad 
ya  es  muy  tarde  para  la  quimioprofilaxis  pero 
los  medicamentos  antituberculosos  correcta- 
mente administrados  eliminan  la  contagiosidad 
rápidamente  e interrumpen  el  ciclo  de  trans- 
misión a otras  personas,  de  manera  que  en  este 
sentido  los  medicamentos  son  preventivos  ade- 
más de  curativos.  La  efectividad  del  tratamien- 
to y el  pronóstico  de  estos  pacientes  dependen 
de  su  condición  clínica,  bacteriológica  y en 
particular,  de  la  aceptación  del  tratamiento 
adecuado. 

Enfermedades  por  otras  Micobacterias 

Los  cuadros  clínicos  producidos  por  otras 
micobacterias  pueden  ser  idénticos  a los  de  la 
tuberculosis  y es  esencial  hacer  los  cultivos 
de  rigor  para  poder  identificar  este  tipo  de 
enfermedad.  La  infección  por  micobacterias 
atípicas  es  común  en  Puerto  Rico  (5)  pero  la 
enfermedad  causada  por  las  mismas  es  rara. 
Las  personas  con  enfermedad  por  micobac- 
terias atípicas  no  son  contagiosas  y no  deben 
aislarse. 
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NOTAS  HISTORICAS 


DR.  ANTONIO  JOSE  AMADEO 


Nunca  será  suficientemente  proclamado 
que  para  enseñanza  y estímulo  de  las  genera- 
ciones venideras,  precisa  no  pasen  desaperci- 
bidas por  el  mundo  aquellos  seres  que  han  rea- 
lizado una  labor  fructífera  desde  el  punto  de 
vista  del  humano  adelantamiento  en  uno  de  los 
diversos  órdenes  sociales. 

Mal  tradicional  entre  nosotros,  por  des- 
gracia, y que  apareja  ridiculez  suma  es  el  hecho 
de  no  llamar  la  atención  de  nuestros  hijos  hacia 
todas  las  figuras  culminantes  de  nuestra  regio- 
nal historia  sino  exclusivamente  hacia  el  coterrá- 
neo que  a la  causa  política  o el  esplendor  de  las 
bellas  artes  ha  consagrado  las  palpitaciones  to- 
das de  su  corazón  y todas  las  energías  de  su 
cerebro. 

Y es  no  solamente  un  mal  sino  injusticia 
notoria  la  que  cometemos  relegando  al  olvido 
los  nombres  de  los  puertorriqueños  que  en  el 
campo  de  la  ciencia  han  brillado.  Pero  no  mo- 
rirían en  la  historia  de  Puerto  Rico  los  Vasallos 
Hernández,  Padilla  Corchado,  Iglesias  Tizol  y 
Ferrer.  ¿Quién  no  recuerda  a estas  horas  a los 
nobilísimos  oculistas  que  se  llamaron  Abelardo 
Morales  Ferrer  y Mariano  Ramírez  y al  pre- 
claro Calixto  Romero? 

No  menos  prominente  lugar  ocupa,  entre 
los  médicos  que  han  fenecido  en  nuestra  histo- 
ria médico  regional  al  doctor  Antonio  José 
Amadeo,  como  lo  acreditan  las  cortas  notas 
biográficas  que  hemos  podido  obtener  de  este 
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talentoso  compañero  cuyos  trabajos  son  testi- 
monio elocuente  de  la  vasta  extensión  de  sus 
conocimientos  y de  laboriosidad  en  el  campo 
dilatado  de  la  ciencia. 

Siempre  se  sentirá  orgulloso  el  pueblo  de 
Salinas  de  haber  visto  nacer,  allá  por  el  mes  de 
febrero  de  1844,  aquel  que  en  su  día  habría 
de  brillar  en  la  noble  profesión  que  abrazara 
y que  el  18  de  mayo  de  1904  rindió  en  San 
Juan  la  jornada  de  su  vida. 

Fue  en  el  Colegio  que  dirigió  en  Guayama 
Don  Federico  Matos  donde  cursó  la  primera 
enseñanza,  el  ilustre  hijo  de  Salinas. 

En  la  Universidad  de  Pennsylvania,  EE. 
UU.,  recibió  Amadeo  su  primer  título  en  Me- 
dicina y Cirugía,  y más  tarde,  ganoso  siempre 
de  estudios  y de  conocimientos,  visitó  las 
salas  de  otras  grandes  universidades  de  las 
cuales  también  fue  graduado  de  la  Universidad 
de  Madrid  y el  Real  Colegio  de  Cirujanos  de 
Inglaterra.  También  de  la  Facultad  de  Medici- 
na de  Edimburgo  donde  obtuvo  el  título  de 
Tocólogo. 

Relacionado  con  una  gran  parte  de  las 
asociaciones  científicas  europeas  y america- 
nas fue  miembro  del  Real  Colegio  de  Cirujanos 
de  Inglaterra  y Socio  Corresponsal  de  la  Aca- 
demia Médico  Quirúrgica  de  Madrid.  Alumno 
interno  del  Hospital  Real  Oftalmológico  de 
Londres,  externo  del  Hospital  Dieu  y del  Hos- 
pital San  Antonio  de  Loursine  en  París  y po- 
seía varias  certificaciones  de  asistencia  a las 
clínicas  médico  quirúrgicas  y de  enfermedades 
de  mujeres  en  la  facultad  de  París. 

Como  autor  publicó  varios  importantes 
folletos  sobre  enfermedades  tropicales  y es- 
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pecialmente  sobre  la  fiebre  amarilla.  Su  ma- 
pa médico  geológico  geográfico  de  la  isla  de 
Puerto  Rico  fue  premiado  en  la  exposición 
Pan  Americana  de  Chicago. 

Fue  muy  estimada  su  colaboración  en 
el  Genio  Médico  Quirúrgico  y el  Pabellón 
Médico  de  Madrid,  en  el  Medical  Press  de  Lon- 
dres; en  la  Revista  Médico  Farmacéutica  y en 
el  Eco  Médico  Farmacéutico  de  Puerto  Rico. 
Escribió  en  el  Boletín  Mercantil  de  Puerto 
Rico  varios  artículos  sobre  la  Economía,  Polí- 
tica y Sociología  que  engalanaron  las  columnas 
del  periódico  La  Democracia. 

Tal  fue  el  eminente  puertorriqueño  a cuyo 
venerable  recuerdo  aún  lloran  de  agradecimien- 
to infinidad  de  familias  de  los  pueblos  de  Arro- 
yo, Patillas,  Maunabo,  Yabucoa  y otros  pueblos 


Notas  Históricas 

de  la  Isla  que  tuvieron  la  oportunidad  de  sentir 
la  benéfica  influencia  de  sus  conocimientos 
científicos. 

La  Asociación  Médica  de  Puerto  Rico  cum- 
ple un  sagrado  deber  asociando  en  el  recuerdo 
imperecedero  este  nombre  al  de  otros  ilustres 
médicos  puertorriqueños,  porque  en  su  seno  ca- 
ben todos  los  hombres  de  su  profesión  aunque 
a ella  no  vengan  todos  a asociarse. 

La  Asociación  tiene  una  misión  muy  ele- 
vada y hará  su  obra  en  el  transcurso  del  tiempo 
poniendo  empeño  en  el  sostenido  esfuerzo 
de  una  voluntad  y perseverancia  invencible. 

Honramos  a los  que  fueron  buenos  y 
merecieron  por  su  inteligencia  el  tributo  de 
nuestra  Asociación. 


editorial 


OXAMNIQUINE,  BILHARZIA  AND  PUERTO  RICO 


Bilharzia  is  still  with  as  in  Puerto  Rico,  the  prevalence  of  infections  caused  by  Schistosoma 
mansoni  have  decreased  in  recent  decades,  a study  demonstrated  that  with  a prevalence  of  35  per- 
cent the  intensity  of  infection  and  morbidity  was  low  (1).  In  spite  of  the  low  morbidity  and  low 
intensity  of  infection  we  are  still  faced  occasionally  with  hepatosplenic  and  CNS  schistosomiasis. 
Transmission  continues  to  occur  and  recent  outbreaks  of  acute  schistosomiasis  have  been  documen- 
ted (2). 

What  are  the  prospects  for  control? 

In  the  past  in  Puerto  Rico  and  other  parts  of  the  world,  methods  to  control  the  disease  by 
controlling  the  snail  population  has  resulted  in  various  degrees  of  success  (3).  We  must  be  aware 
that  adult  worms  survive  in  man  for  many  years  and  that  the  chance  for  fresh  water  contamination 
in  spite  of  a low  infectivity  rate  is  very  high.  Therefore  if  control  is  to  be  achieved  under  ideal  con- 
ditions, the  worm  burden  on  a given  population  must  be  decreased  or  eliminated  and  this  should 
be  accomplished  in  a relatively  short  period  of  time.  If  an  antischistosomal  drug  is  used,  the  risk 
of  the  morbidity  and  mortality  resulting  from  the  use  of  the  drug  should  not  exceed  the  low  risk 
of  morbidity  from  the  disease  itself,  specifically  in  Puerto  Rico. 

Do  we  have  any  antischistosomal  drugs  at  present? 

In  Puerto  Rico  we  have  available  stibophen  or  Fuadin  ® niridazole  or  Ambilhar  ® and  sodium 
dimercaptosuccinate  or  Astiban  ® These  three  drugs  have  the  need  for  prolonged  administration 
and  relatively  high  morbidity  in  common.  Niridazole  or  Ambilhar  ® available  only  from  the  Center 
for  Disease  Control,  Parasite  Disease  Service  in  Atlanta , Georgia,  has  been  used  in  Puerto  Rico  with 
various  degrees  of  success  and  associated  with  moderately  severe  side  effeits  (4). 

Niridazole  is  chemically  a nitrothiazol  formulated  as  tablets  for  clinical  use.  When  given  by 
mouth,  maximum  blood  concentrations  are  attained  in  6 hours;  the  active  portion  of  the  drug  is 
concentrated  in  the  germinal  cells  of  the  schistosomes  and  in  their  eggs.  Cure  rates  in  S.  mansoni 
are  lower  than  75  percent  at  a dose  of  I 75  mg/kg  of  body  weight.  The  usual  dose  is  25  mg/kg/day 
for  7 days  administered  in  two  doses.  The  toxicity  include  gastrointestinal  intolerance,  tachycardia 
and  E KG  may  reveal  flattened  T waves.  Central  nervous  system  side  effects  include  hyper  excitability, 
mania,  depression  and  hallucinations.  The  drug  should  not  be  used  in  patients  with  psychiatric  ill- 
ness or  previous  seizure  disorders.  There  is  not  sufficient  experience  in  the  use  of  niridazole  for 
mass  chemotherapy  (5). 

A new  antischistosomal  drug  has  been  given  some  publicity  in  Puerto  Rico,  this  is  oxamniquine. 
This  drug  is  not  available  for  use  nor  approved  by  the  F.  D.  A.,  but  has  been  used  in  a controlled 
clinical  trial  in  Puerto  Rico  (6).  Oxamniquine  is  a tetrahydroquinole,  effective  antischistosomal 
drug  of  proven  efficacy  in  clinical  trials  in  the  Caribbean  and  South  America  (7-10).  Oxamniquine 
seems  to  paralyze  the  musculature  of  the  Schistosoma  adult  male  worm  and  may  have  some  activity 
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against  the  earlier  stages  of  the  schistosomal  life  cycle  (II).  Oxamniquine  can  be  administered  as  a 
single  dose  or  on  a multiple-dose  fashion  by  the  oral  route.  In  a study  in  Brazil  (8)  there  was  a 100 
percent  cure  rate  with  a single  oral  dose  of  15  mg/kg,  as  determined  by  negative  stool  examination 
for  6 months.  The  side  effects  noted  were  moderate  to  severe  dizziness  in  42  percent  of  the  patients 
resolving  in  about  1 to  2 hours.  A few  patients  had  transcient  elevations  of  liver  function  tests  and 
post-treatment  eosinophilia  was  frequently  seen  (8).  Other  authors  have  described  similar  results 
(9,  10).  In  clinical  trials  where  a parasitological  cure  was  not  achieved  a striking  decrease  in  the  num- 
ber of  eggs  excreted  by  the  patients  occurred.  A prospective  controlled  study  of  30  patients  was 
conducted  by  Dr.  Z.  Sotomayor  and  Dr.  M.  Fiorilli  (6)  at  the  University  of  Puerto  Rico  School  of 
Medicine.  These  investigators  selected  patients  older  than  17  years  of  age  with  excretion  of  100  or 
more  S.  mansoni  eggs  per  gram  of  stool  and  a positive  miracidial  hatching  test.  The  study  was  con- 
ducted as  a double-blind  trial  utilizing  drug  and  placebo.  The  oxamniquine  was  given  in  a dose  of 
15  mg/kg  as  a single  oral  dose.  Preliminary  results  of  the  study  show  very  promising  results,  with  few 
side  effects,  good  drug  tolerance  and  drug  effectiveness  (6). 

What  is  the  future  for  bilharzia? 

Up  to  the  availability  of  oxamniquine  there  was  no  drug  that  could  be  used  on  a mass  chemo- 
therapy campaign  to  eradicate  schistosomiasis.  In  Puerto  Rico  a prevalence  of  35  percent  ( 1 ) has  been 
reported  with  low  egg  counts,  and  if  we  are  to  use  mass  chemotherapy  the  benefits  of  the  drug  must 
outweigh  the  risks  of  drug  usage  and  the  risk  associated  with  the  morbidity  of  the  disease.  I feel 
we  have  reached  the  stage  to  conduct  controlled  expanded  trials  of  single  dose  oxamniquine  on  an 
outpatient  basis  followed  by  limited  field  trials.  If  the  drug  is  demonstrated  to  be  effective  in  the 
field,  careful  consideration  should  ge  given  to  mass  chemotherapy  as  a way  to  control  and/or  elimi- 
nate schistosomiasis.  The  last  statement  might  be  presumptuous,  since  we  will  never  be  able  to  treat 
every  single  patient  with  a pair  of  Schistosoma  worms  in  their  hepatoportal  circulation.  Oxamniquine 
might  give  us  a tool  to  prevent  and  manage  the  acute  cases  of  schistosomiasis,  since  oxamniquine  may 
act  on  the  developing  schistosomule;  treatment  after  exposure  to  cercaría  would  eliminate  the  chance 
of  developing  the  disease.  Oxamniquine  is  a promising  drug  which  at  present  is  not  a panacea.  We 
should  evaluate  it  carefully  in  our  own  environment,  but  it  looks  like  it  might  be  “the  drug”.  Light 
is  seen  at  the  end  of  the  tunnel,  and  new  antischistosomal  drugs  are  under  development.  The  con- 
quest of  worms  seems  near! 


Carlos  H.  Ramírez  Ronda,  MD 
Associate  Chief  of  Staff  for  R&D 
V.  A.  Medical  and  Regional  Office  Center 
Chief,  Infectious  Diseases 
University  ofP.  R.  School  of  Medicine 
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Planning  of  Menus 
Aids  in  Weight  Loss 


Meal  Plan 
Aids  Diet 


There  are  different  ways  of 
counting  calories  and  planning  a 
nutritious  diet  at  the  same  time. 

A direct  approach  is  to  plan  a 
day’s  menu  by  selecting  a vari- 
ety of  foods  from  each  of  the 
Four  Food  Groups  and  using  a 
calorie  counter  to  control  total 
calories  for  the  day. 

Many  people,  an  American 
Medical  Association  pamphlet 
points  out,  find  it  more  conve- 
nient, however,  to  use  an  indirect 
approach,  such  as  a master  plan 
or  sample  menu  that  has  already 
counted  the  calories  and  balanc- 
ed the  diet  to  some  extent. 

The  master  plan  is  the  skeleton; 
you  fill  in  the  details.  After  a few 
days  of  practice,  you  may  find 
that  you  can  control  calories 
without  actually  counting  them. 

Don’t  limit  the  variety  of  foods 
that  you  eat.  If  you  have  orange 
juice  and  a salad  every  day  but 
seldom  think  about  other  fruits 
and  vegetables,  you  need  more 
variety  in  your  diet.  Good  nutri- 
tion is  best  assured  by  including 
many  different  items  from  each 
of  the  Four  Food  Groups. 


You  also  need  some  fat  (salad 
oils,  butter,  margarine)  in  your 
diet,  but  the  watchword  must  be 
moderation. 

Although  you  do  not  need 
sweets,  you’ll  probably  crave 
them.  It  may  be  helpful  to  allot  a 
small  amount  of  sugar,  two  or 
three  teaspoons  a day,  for  use  in 
those  foods  that  you  simply  can’t 
enjoy  if  they  are  unsweetened. 
For  example,  your  morning  coffee 
or  oatmeal.  Special  low  calorie 
foods  can  also  be  helpful.  But  it 
should  not  be  necessary  for  you 
to  buy  such  a large  number  of 
higher-priced  “diet  foods”  that 
you  wreck  your  food  budget. 

Always  plan  for  an  adequate 
breakfast  and  lunch.  Too  few 
calories  and  too  little  protein 
(meat  and  milk  groups)  early  in 
the  day  may  lead  to  snacking  or 
overeating  in  the  evening. 

The  Four  Food  Groups  are  — 
Milk  Group,  milk,  cheese,  ice 
cream,  yogurt;  Meat  Group, 
meats,  poultry,  fish,  eggs,  dried 
beans  and  peas;  Bread-Cereal 
Group,  bread,  rolls,  rice,  spa- 
ghetti, cereals;  Vegetable-Fruit 
Group,  all  sorts  of  fruits  and- 
vegetables,  especially  deep  green 
and  yellow  vegetables  and  citrus 
fruits. 

Vegetable  soups  may  be  substi- 
tuted occasionally  for  vegetables. 
Soups  containing  beans,  dried 
peas  and  lentils  may  also  be- 
counted  as  one-half  of  a Meat 
Group  serving  because  they  are 
good  sources  of  protein. 

April,  1979 

Frank  Chappell 
Science  News  Editor 
AMA 


The 'Maker' 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  typical)  price  differentials  are  cited.  Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply; 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a fey\T 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  w ere 


not  bioequivalent  to  a 
reference  product.  As  yc 
know,  there  is  substanti 
literature  on  this  subjeci 
affecting  many  drugs,  ir 
eluding  such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  cu 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  difference 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practic» 
minimum  quality  assur 
anee. 


MYTH:  Industry  favors 
only  “ expensive ” brand 
names  and  denigrates  all 
generics. 

FACT:  PMA  companies 
make  90  to  95  percent  o 
the  drug  supply,  includ- 
ing, therefore,  most  of  tl 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  comp' 
tence  of  the  manufac- 
turer and  the  integrity  o 
the  product  that  count. 


' "Matters . 


MYTH:  Generic  options  al- 
nost  always  exist. 

-ACT;  About  55  percent 
)f  prescript!  on  drug  ex- 
jenditure  is  for  single- 
¡ource  drugs.  This 
neans,  of  course,  that  for 
mlv  45  percent  of  such 
“xpenditure,  is  a generic 
describing  option  avail- 
ible. 


TYTH:  Generic 
descriptions  are  filled  with 
^expensive generics,  thus 
aving  consumers  large 
urns  of  money. 

ACT:  Market  data  show 
hat  you  invariably 
•rescribe — and  pharma- 
ists  dispense — both 
•rand  and  generically 
ibeled  products  from 
noun  and  trusted 
ources,  in  the  best  inter- 
st  of  patients.  In  most 
ases  the  patient  receives 
proven  brand  product, 
avings  from  voluntary 
r mandated  generic 
rescribing  are  grossly 
*agge  rated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
w as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  anv 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  mvths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


B'Wk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


Still 

Growing 

In  Education, 

World  Travel,  and 
Pride;  in  himself 
and  his  shipmates. 
Your  Son.  Our  Man. 


BE  THE 
DCXBTOR 
YOU  WANT 
TOBE. 

IN  THE  ÍWY 

For  more  information, 
call  toll-free  800-841-8000 
(in  Georgia  800-342-5855)' 
or  see  your  local 
Navy  representative. 


Tenuate*  © 

(diethylproplon  hydrochloride  NF) 

Tenuate  Dospan* 

(diethylproplon  hydrochloride  NF)  controlled-release 

AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 

INDICATION:  Tenuate  and  Tenuate  Dospan  are  indicated  in  the 
management  of  exogenous  obesity  as  a short-term  adjunct  (a  few 
weeks)  in  a regimen  of  weight  reduction  based  on  caloric  restriction. 
The  limited  usefulness  of  agents  of  this  class  should  be  measured 
against  possible  risk  factors  inherent  in  their  use  such  as  those 
described  below. 

CONTRAINDICATIONS:  Advanced  arteriosclerosis,  hyperthyroidism, 
known  hypersensitivity,  or  idiosyncrasy  to  the  sympathomimetic 
amines,  glaucoma.  Agitated  states  Patients  with  a history  of  drug 
abuse.  During  or  within  14  days  following  the  administration  of  mono- 
amine oxidase  inhibitors,  (hypertensive  crises  may  result). 
WARNINGS:  If  tolerance  develops,  the  recommended  dose  should 
not  be  exceeded  in  an  attempt  to  increase  the  effect:  rather,  the  drug 
should  he  discontinued  Tenuate  may  impair  the  ability  of  the  patient 
to  engage  in  potentially  hazardous  activities  such  as  operating 
machinery  or  driving  a motor  vehicle:  the  patient  should  therefore  be 
cautioned  accordingly.  Drug  Dependence  Tenuate  has  some  chemi- 
cal and  pharmacologic  similarities  to  the  amphetamines  and  other 
related  stimulant  drugs  that  have  been  extensively  abused.  There 
have  been  reports  of  subjects  becoming  psychologically  dependent 
on  diethylproplon  The  possibility  of  abuse  should  be  kept  in  mind 
when  evaluating  the  desirability  of  including  a drug  as  part  of  a weight 
reduction  program.  Abuse  of  amphetamines  ana  related  drugs  may 
be  associated  with  varying  degrees  of  psychologic  dependence  and 
social  dysfunction  which,  in  the  case  of  certain  drugs,  may  be  severe 
There  are  reports  of  patients  who  have  increased  the  dosage  to  many 
times  that  recommended  Abrupt  cessation  following  prolonged  hign 
dosage  administration  results  in  extreme  fatigue  and  mental  depres- 
sion; changes  are  also  noted  on  the  sleep  EEG.  Manifestations  of 
chronic  intoxication  with  anorectic  drugs  include  severe  dermatoses, 
marked  insomnia,  irritability,  hyperactivity,  and  personality  changes. 
The  most  severe  manifestation  of  chronic  intoxications  is  psychosis, 
often  clinically  indistinguishable  from  schizophrenia  Use  in 
Pregnancy  Although  rat  and  human  reproductive  studies  have  not 
indicated  adverse  effects,  the  use  of  Tenuate  by  women  who  are 
pregnant  or  may  become  pregnant  requires  that  the  potential  benefits 
be  weighed  against  the  potential  risks.  Use  in  Children.  Tenuate  is 
not  recommended  for  use  in  children  under  12  years  of  age. 
PRECAUTIONS:  Caution  is  to  be  exercised  in  prescribing  Tenuate 
for  patients  with  hypertension  or  with  symptomatic  cardiovascular 
disease,  including  arrhythmias.  Tenuate  should  not  be  administered 
to  patients  with  severe  hypertension  Insulin  requirements  in  diabetes 
mellitus  may  be  altered  in  association  with  the  use  of  Tenuate  and 
the  concomitant  dietary  regimen  Tenuate  may  decrease  the  hypo- 
tensive effect  of  guanethidine.  The  least  amount  feasible  should  be 
prescribed  or  dispensed  at  onetime  in  order  to  minimize  the  possibility 
of  overdosage.  Reports  suggest  that  Tenuate  may  increase  convul- 
sions in  some  epileptics.  Therefore,  epileptics  receiving  Tenuate 
should  be  carefully  monitored.  Titration  of  dose  or  discontinuance  of 
Tenuate  may  be  necessary. 

ADVERSE  REACTIONS:  Cardiovascular  Palpitation,  tachycardia, 
elevation  of  blood  pressure,  precordial  pain,  arrhythmia.  One  pub- 
lished repon  described  T-wave  changes  in  the  ECG  of  a healthy  young 
male  after  ingestion  of  diethylproplon  hydrochloride.  Central  Nervous 
System  Overstimulation,  nervousness,  restlessness,  dizziness,  jit- 
teriness, insomnia,  anxiety,  euphoria,  depression,  dysphoria,  tremor, 
dyskinesia,  mydriasis,  drowsiness,  malaise,  headache;  rarely  psy- 
chotic episodes  at  recommended  doses.  In  a few  epileptics  an 
increase  in  convulsive  episodes  has  been  reported.  Gastrointestinal 
Dryness  of  the  mouth,  unpleasant  taste,  nausea,  vomiting,  abdominal 
discomfort,  diarrhea,  constipation,  other  gastrointestinal  disturb- 
ances. Allergic  Urticaria,  rash,  ecchymosis.  erythema.  Endocrine: 
Impotence,  changes  in  libido,  gynecomastia,  menstrual  upset.  Hema- 
topoietic System  Bone  marrow  depression,  agranulocytosis,  leuko- 
penia Miscellaneous  A variety  of  miscellaneous  adverse  reactions 
has  been  reported  by  physicians.  These  include  complaints  such  as 
dyspnea,  hair  loss,  muscle  pain,  dysuria,  increased  sweating,  and 
polyuria 

DOSAGE  AND  ADMINISTRATION:  Tenuate  (diethylpropion  hydro- 
chloride) One  25  mg  tablet  three  times  daily,  one  hour  before  meals, 
and  in  midevening  if  desired  to  overcome  night  hunger.  Tenuate 
Dospan  (diethylpropion  hydrochloridelcontrolleo-release:  One  75  mg. 
tablet  daily,  swallowed  whole,  in  midmorning  Tenuate  is  not  recom- 
mended for  use  in  children  under  12  years  of  age 
OVERDOSAGE:  Manifestations  of  acute  overdosage  include  rest- 
lessness, tremor,  hyperreflexia,  rapid  respiration,  confusion,  assault- 
iveness. hallucinations,  panic  states.  Fatigue  and  depression  usually 
follow  the  central  stimulation.  Cardiovascular  effects  include  arrhyth- 
mias, hypertension  or  hypotension  and  circulatory  collapse  Gastro- 
intestinal symptoms  include  nausea,  vomiting,  diarrhea,  and 
abdominal  cramps.  Overdose  of  pharmacologically  similar  com- 
pounds has  resulted  in  fatal  poisoning,  usually  terminating  in  con- 
vulsions and  coma.  Management  of  acute  Tenuate  intoxication  is 
largely  symptomatic  and  includes  lavage  and  sedation  with  a barbitu- 
rate Experience  with  hemodialysis  or  peritoneal  dialysis  is  inade- 
quate to  permit  recommendation  in  this  regard.  Intravenous 
phentolamine  (Regitine  “ ) has  been  suggested  on  pharmacologic 
grounds  for  possible  acute,  severe  hypertension,  if  this  complicates 
Tenuate  overdosage 
Product  Information  as  of  April,  1976 
MERRELL-NATIONAL  LABORATORIES  Inc 
Cayey,  Puerto  Rico  00633 
Direct  Medical  Inquiries  to 
MERRELL-NATIONAL  LABORATORIES 
Division  of  Richardson-Merrell  Inc 
Cincinnati.  Ohio  45215,  U S A 
Licensor  of  Merrell* 

References:  1.  Citations  available  on  request -Medical  Research 
Department,  MERRELL  RESEARCH  CENTER,  MERRELL-NATIONAL 
LABORATORIES,  Cincinnati.  Ohio  45215  2.  Hoekenga,  M T, 
O'Dillon.  RH  and  Leyland,  H M A Comprehensive  Review  of  Dieth- 
ylpropion Hydrochloride  International  Symposium  on  Central 
Mechanisms  of  Anorectic  Drugs.  Florence,  Italy,  Jan  20-21, 1977 
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Whether  overweight  is  a 

complicating  factor... 

or  just  uncomplicated  overweight. 


Tenuate-i 
And  it’s  responsible  medicine. 

Merrell 


Clinical  effectiveness. 


The  anorexic  effectiveness  of  diethylpropion  hydrochloride  is 
well  documented.  No  less  than  16  separate  double-blind,  placebo- 
controlled  studies  attest  to  its  usefulness  in  daily  practice.1  And 
the  unique  chemistry  of  Tenuate  provides  “...anorexic  potency 
with  minimal  overt  central  nervous  system  or  cardiovascular 
stimulation."2  Compared  with  the  amphetamines,  diethylpropion 
has  minimal  potential  for  abuse. 


For  prescribing  information  see  opposite  page. 


In  uncomplicated  obesity. 

Many  patients,  on  the  other  hand,  present  with  excess  fat  but  no 
disease.  While  this  condition  is  often  termed  uncomplicated 
obesity,  complications  of  both  a social  and  a psychologic  nature 
may  be  distressingly  real  for  the  patients.  In  these  cases,  a 
short-term  regimen  of  Tenuate  can  help  reinforce  your  dietary 
counsel  during  the  important  early  weeks  of  an  indicated  weight 
loss  program. 


A useful  short-term  adjunct 
in  an  indicated  weight  loss  program. 

Overweight  patients  in  certain  diagnostic  categories  often 
require  strict  obesity  control.  Diethylpropion  hydrochloride  has 
been  reported  useful  in  obese  patients  with  hypertension,  symp- 
tomatic cardiovascular  disease,  or  diabetes.  While  it  is  not 
suggested  that  Tenuate  in  any  way  reduces  these  complications 
in  the  overweight,  it  may  have  a useful  place  as  a short-term 
adjunct  in  a prescribed  dietary  regimen.  (Tenuate  should  not  be 
administered  to  patients  with  severe  hypertension;  see  additional 
Warnings  and  Precautions  on  the  opposite  page.) 


600 mg  tablets 


More  convenient  for 
some  of  your  patients. 

Now  there  are  three 
Motrin  tablet  strengths 
to  choose  from- 
600  mg,  400  mg,  and  300  mg 


reriuponn 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001,  U.S.A. 


© 1979  The  Up|Ohn  Company 


J- 6999 -4 


April  1979 


ABSTRACTOS  - TRABAJOS  A PRESENTARSE 
EN  ASAMBLEA  ANUAL  ASOCIACION  MEDICA  DE 
PUERTO  RICO  - NOVIEMBRE  6 10,  1979 
CENTRO  DE  CONVENCIONES 


4 

DOES  THE  LIVER  MODIFY  ANTIGENICI- 
TY? 

Manuel  Castillo  MD,  Eduardo  A.  Santiago  Delpín,  MD,  Este- 
ban Moreno,  MD.  University  of  Puerto  Rico  Medical  School 
and  San  Juan  VA  Center,  San  Juan,  Puerto  Rico. 

Some  antigens,  when  given  orally,  may  be  tole- 
rogenic rather  than  immunogenic.  Similarly,  cells 
injected  intrasplenically  or  intraportally  survive  longer 
than  systemically.  Is  this  due  to  modification  of  anti- 
genicity by  the  liver? 

C3H,  CBA  and  BALB/c  mice  underwent  laparo- 
tomy and  received  cross  allografts  of  skin  on  either 
the  spleen,  liver,  stomach  or  kidney  in  order  to  assess 
the  differential  effect  of  the  venous  effluent.  Controls: 
skin  grafts  retroperitoneally  on  the  kidney  or  on  chest 
wall.  Mice  were  killed  every  3-5  days  until  4 weeks 
and  skins  carefully  examined.  Rejection  was  deter- 
mined grossly  and  histologically. 

Chest  skin  grafts  were  grossly  rejected  from  13 
to  15  days  depending  on  strain  combination.  Grafts 
on  the  kidney  were  always  thin  and  liquefied  by  day 
30.  Grafts  on  the  liver,  spleen  and  stomach  appeared 
grossly  normal  at  day  30  although  microscopic  evi- 
dence of  rejection  was  present  (20  mice  each  group). 

Skin  allografts  survive  longer  and  are  better 
preserved  when  transplanted  onto  organs  with  portal 
venous  drainage.  Differential  antigen  handling  by 
the  liver  is  one  possible  explanation. 


INCREASED  PHARYNGEAL  BACTERIAL 
COLONIZATION  DURING  VIRAL  ILLNESS 


Pharyngeal  colonization  by  grain-negative  bacilli 
(GNB)  of  normal  subjects  ranges  from  2 to  18  percent. 
The  pharyngeal  flora  of  89  medical  house  staff  (HS) 
members  was  studied  longitudinally  over  an  11  month 
period,  with  weekly,  biweekly  or  monthly  quantitative 
oropharyngeal  cultures  using  a 10  cc  saline  gargle. 
Twenty  percent  of  the  HS  studied  had  one  or  more 
GNB  in  their  pharynx  during  the  period  of  the  study. 
Colonization  by  S.  aureus  was  8-9  percent;  there  was 
no  difference  in  colonization  between  sexes,  smoking 
habits  or  dental  hygiene.  Colonization  was  transient 
and  lasted  for  2-3  weeks.  The  most  frequent  CNB 
isolated  was  K.  pneumoniae  and  the  Klebsiella  Entero- 
bacter  group  accounted  for  66  percent  of  the  isola- 
tes. Quantitation  revealed  that  83  percent  had  > 10 
CFU/ml  and  44  percent  had  > 100  CFU/ml.  Coloni- 
zation by  CNB  and  SA  was  higher  during  a presumed 
viral  respiratory  illness  (66  percent)  than  during  an 
illness  free  period  (20  percent)  for  the  same  subjects. 
High  number  of  bacteria  > 100  CFU/ml  was  associa- 
ted with  presumed  viral  URI.  The  data  suggest  that 
pharyngeal  colonization  of  normal  individuals  by  GNB 
and  SA  increases  during  an  episode  of  presumed  viral 
respiratory  illness. 


INTRAABDOMINAL  POVIDONE  IODINE  LA 
VAGE  IN  EXPERIMENTAL  PERITONITIS 

José  R.  Ortiz  Feliciano,  MD,  Manuel  E.  Lores,  MD,  Pedro  J. 
Rosselló,  MD.  Surgical  Research  Laboratories  and  Depart- 
ment of  Surgery,  UPR  School  of  Medicine,  San  Juan,  Puerto 
Rico. 

Methods  to  treat  peritonitis  with  a variety  of 
local  irrigants  have  been  studied  by  many.  Recently 
the  use  of  Povidone  Iodine  for  this  purpose  has  been 
advocated.  Using  an  experimental  peritonitis  model 


Z.  Fuxench,  MD,  M.  Nevárez,  BSMT,  and  C.  H.  Ramírez  Ron- 
da, MD,  VAH  and  UPR  School  of  Medicine,  San  Juan,  Puerto 
Rico. 
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in  dog,  we  studied  the  effectiveness  and  the  compli- 
cations associated  with  its  use,  and  compared  it  to 
other  standard  lavage  techniques.  Mortality  in  groups 
I (no  lavage),  group  IV  (povidone  iodine  lavage),  and 
group  V (buffered  povidone  iodine  lavage)  was  100 
percent;  this  compared  to  80  percent  in  group  II  (Sa- 
line lavage)  and  20  percent  in  group  III  (Kanamycin 
lavage).  Average  survival  time  showed  a decrease  length 
of  survival  with  the  use  of  povidone  iodine.  In  asses- 
sing the  effects  of  the  various  lavages  in  reducing  bac- 
terial counts,  we  found  that  all  the  regimes  are  simi- 
larly effective.  There  is  a markedly  significant  in- 
crease in  metabolic  acidosis  associated  with  the  use 
of  intraperitoneal  povidone  iodine.  We  found  no  sig- 
nificant changes  in  the  renal  function  as  measured  by 
BUN,  creatinine  or  potassium  levels,  suggesting  that 
the  increased  acidosis  and  mortality  are  not  mediated 
through  a mechanism  of  acute  renal  toxicity  and  fai- 
lure. In  view  of  these  results  it  appears  advisable  to 
locally  manage  peritonitis  by  copious  saline  lavage, 
combined  with  therapeutic  doses  of  intravenous  anti- 
biotics. 


PENICILLIN  SUSCEPTIBILITY  PATTERNS 
OF  GINGIVAL  ORGANISMS  OF  RHEUMA- 
TIC FEVER  (RF)  PATIENTS  (PTS)  ON  PRO 
PHYLAXIS 

B.  Christenson,  MSIV,  D.  Vera,  BSMT,  H.  Delgado,  MD,  A. 
Martínez-Picó,  MD  and  C.  H.  Ramírez  Ronda,  MD.,  Div.  Inf. 
Dis.  and  Cardiology  Sect.,  Depts.  of  Medicine  and  Pediatrics 
UPR  School  of  Medicine,  San  Juan,  Puerto  Rico. 


Prophylaxis  with  penicillin  (P)  for  RF  is  an  ac- 
cepted procedure;  it  can  be  carried  out  with  oral  P 
(OP),  benzathine  P (BP)  or  erythromycin.  It  has  been 
shown  that  patients  (PTS)  on  OP  prophylaxis  have  a 
higher  number  of  P resistant  (PR)  viridans  streptoco- 
cci (VS)  in  their  gingival  flora.  The  finding  of  PR 
VS  in  the  gingiva  is  an  indication  for  modification 
of  the  bacterial  endocarditis  (BE)  prophylaxis  on  such 
PTS.  A study  was  designed  to  determine  the  num- 
ber of  PR  VS  in  RF  PTS  on  prophylaxis  and  to  compare 


it  to  a control  group.  A total  of  10  PTS  on  BP  pro- 
phylaxis, 2 PTS  on  OP  prophylaxis  and  10  control 
PTS  were  studied.  Gingival  cultures  were  plated  in  a 
P medium  and  in  nutrient  agar  (NA).  All  colonies 
grown  in  the  P medium  and  5 colonies  of  VS  were 
selected  at  random  from  NA,  identified,  and  the  sus- 
ceptibility to  P and  other  antibiotics  determined.  A 
total  of  110  organisms  were  studied,  10  from  PTS  on 
OP,  50  from  PTS  on  BQ  and  50  controls.  The  number 
of  PTS  on  OP  prophylaxis  was  small,  almost  all  PTS 
received  BP  as  their  prophylaxis.  None  of  the  colo- 
nies of  VS  studied  from  the  PTS  on  BP  prophylaxis 
was  PR,  only  1 of  50  colonies  studied  from  the  con- 
trol group  was  PR.  The  number  of  PTS  on  OP  was 
too  small  to  detect  any  PR  VS.  The  data  demons- 
trates that  prophylaxis  with  BP  is  effective  in  preven- 
ting the  emergence  of  PR  among  oral  VS.  This  prac- 
tice should  continue  in  Puerto  Rico.  PR  VS  on  PTS 
on  OP  prophylaxis  has  been  documented  in  other 
groups,  and  these  PTS  should  have  a modified  BE  pro- 
phylaxis regime.  RF  PTS  on  BP  prophylaxis  can  re- 
ceive the  standard  BE  prophylaxis  whenever  they  are 
orally  instrumented. 


CARCINOMA  OF  THE  STOMACH:  EXPE 
RIENCE  AT  THE  UNIVERSITY  DISTRICT 
HOSPITAL 

Manuel  E.  Lores,  MD,  Pedro  J.  Rosselló,  MD,  Surgical  Resear- 
ch Laboratory  and  Department  of  Surgery,  UPR  School  of 
Medicine 

The  records  of  394  patients  with  histologically 
proven  carcinoma  of  the  stomach  were  reviewed  from 
the  tumor  registry  at  the  University  Hospital  over 
the  13-year  period,  1960  to  1972.  In  this  series  gas- 
tric cancer  predominated  in  males,  the  ratio  of  men  to 
women  being  2.5  = 1 (280:114).  The  ages  of  81  per- 
cent of  patients  were  from  50  to  80  years.  The  oper- 
ability rate  was  84  percent  (334  patients)  and  the  re- 
sectability rate  was  53  percent  overall  (211:394). 
The  chief  complaints  on  admission  were  abdominal 
pain  and  weight  loss,  whereas  the  most  common  phy- 
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sical  findings  were  weight  loss  or  a palpable  abdominal 
mass.  Fifty  one  patients  (13  percent)  were  found  to 
have  localized  disease,  213  patients  (54  percent)  had 
regional  metastasis  and  the  remaining  130  patients 
(33  percent)  had  distant  metastatic  spread.  The  oper- 
ative procedures  performed  in  334  patients  included: 
Subtotal  gastrectomy  (142  pts.  42  percent),  total 
gastrectomy  (43  pts.  13  percent)  esophagogastrectomy 
(26  pts,  8 percent),  gastrojejunostomy  (58  pts,  17 
percent)  and  exploration  plus  biopsy  (65  pts,  20  per- 
cent). The  overall  operative  mortality  was  20  percent. 
The  five-year  survival  rate,  8.4  percent  overall,  varied 
from  3.8  percent  after  esophagogastrectomy  to  19  per- 
cent after  subtotal  gastrectomy,  and  to  35  percent 
for  those  with  localized  disease..  Subtotal  gastrectomy 
gave  the  best  results  in  this  series,  whether  measured 
in  terms  of  median  or  five-year  survival.  Esophago- 
gastrectomy and  by-pass  procedure  had  high  operative 
mortality  and  low  survival  rates,  and  should  be  reser- 
ved for  special  conditions. 


COMPARATIVE  CLINICAL  EFFECTIVENESS 
OF  CEF AMANDOLE  (CM)  AND  CEFAZOLIN 
(CF)  IN  UNCOMPLICATED  URINARY 
TRACT  INFECTIONS:  A PROSPECTIVE 
RANDOMIZED  TRIAL 

A.  Lugo,  MD,  D.  Vera,  BSMT,  R.  H.  Bermudez,  MD  and  C.  H. 
Ramírez  Ronda,  MD.,  Depts.  of  Medicine  and  Research,  VAH 
and  UPR  School  of  Medicine,  San  Juan,  Puerto  Rico. 


CM  is  a new  cephalosporin  with  activity  against 
GNB  including  Providencia,  Citrobacter,  Enterobacter 
and  others.  A prospective  randomized  comparative 
clinical  trial  of  CM  and  CF  was  carried  out  to  study 
effectiveness  and  safety.  A total  of  30  patients  (pts) 
with  acute  uncomplicated  urinary  tract  infection  (UTI) 
and  a mean  age  of  52  years  (21-91)  were  studied.  Four- 
teen pts  were  randomized  to  receive  CF  and  16  pts 
received  CM.  The  dose  administered  was  1.0  gm  of  the 
drug  q 8 hrs  to  3 CM  pts  and  4 CF  pts  and  0.5  gm  q 
8 hrs  to  10  CM  Pts  and  10  CF  pts.  Duration  of  ther- 
apy was  10-14  days.  Every  pt  was  evaluated  pre,  dur- 
ing and  post  therapy  with  urine  and  blood  culture, 


CBC,  platelet  counts,  Coomb’s  test,  liver  and  renal  func- 
tion test.  The  organisms  in  the  CM  group  were  6 E. 
coli,  3 Proteus,  2 Enterobacter  and  Kelbsiella,  1 each 
Enterococcus,  Providencia  and  S.  aureMs.  In  the  CF 
group,  12  E.  coli,  1 Kelbsiella  and  1 Enterobacter. 
The  clinical  effectiveness  of  both  antibiotics  as  de- 
termined by  number  of  days|for  temperature  to  return 
to  normal  (CM  3.5;  CF  3.1),  for  the  WBC  count  to 
be  < 8,000  (CM  3.9;  CF  4.6),  for  urine  culture  to  be- 
come negative  (CM  6.8,  CF  6.5)  was  comparable.  The 
side  effects  with  both  drugs  were  few.  For  E.  coli 
UTI,  both  drugs  are  equally  effective.  The  organisms 
isolated  from  CM  pts,  Proteus,  Providencia  and  Entero- 
bacter were  resistant  to  CF. 


THE  SPECTRUM  OF  LEFT  VENTRICULAR 
WALL  MOTION  DURING  THE  ISOVOLUMIC 
RELAXATION  PERIOD 

José  Martínez,  MD,  Pablo  I.  Altieri,  MD,  Mary  Torres,  BS, 
Ernesto  E.  Guerra,  MS,  Lirio  del  Valle,  BS  - University  Hosp. 
San  Juan,  P.  R. 

The  left  ventricular  wall  motion  (LVWM)  during 
the  isovlumic  relaxation  period  (IRP)  named  segmental 
early  relaxation  phenomenom  (SERP)  was  studied  in 
39  patients  (P),  16  P.  with  rheumatic  heart  disease,  14 
P.  with  ischemic  heart  disease,  5 P.  with  cardiomyopathy 
and  4 with  congenital  heart  disease.  The  analysis  inclu- 
ded the  location  of  the  SERP,  the  comparison  between 
number  of  SERP  and  the  size  of  SERP  (big,  medium, 
small  or  no  motion  without  SERP)  with  the  ejection 
fraction  (E.F.). 

The  most  frequent  location  of  SERP  was  the 
anterolateral  wall  (29)  followed  by  the  apical  wall  (27) 
and  the  inferior  wall  (20). 

The  E.F.  of  the  big  SERP  group  (69  percent!  11) 
showed  no  statistical  difference  when  compared  with 
the  E.  F.  of  the  medium  SERP  group  (65  percent 
! 11)  but  significant  difference  was  found  with  the 
small  SERP  group  (57  percent  ± 13)  P < .05  and  the 
no  motion  group  (33  percent!  11)  P < .005. 

The  greater  number  of  SERP  found  was  3.  When 
this  group  E.  F.  (72  percent!  -10)  was  compared  with 
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P.  with  less  number  of  SERP,a  statistical  difference 
was  found  in  P.  with  2 SERP  (E.  F.  56  percent!  -11) 
P < .005,  in  P.  with  1 SERP  (E.  F.  62  percnet  ± -5) 
P < .005,  and  in  the  no  motion  group  (E.  F.  33  percent 
± -11)  P < .005.  In  conclusion  the  LVWM  pattern 
during  the  IRP  is  a spectrum  . It  is  seen  in  normals 
and  in  patients  with  different  heart  abnormalities. 
The  degree,  number  and  size  of  the  SERP  depends 
on  the  preservation  of  the  left  ventricular  function. 
Each  decreasing  in  frequency  and  size,  as  the  left  ven- 
tricular function  deteriorates.  It  disappears  in  poorly 
contracting  ventricles  (E.  F.  < 33  percent).  This  proves 
that  SERP  is  a normal  LVWM  pattern  during  the  IRP. 


TOXOPLASMOSIS  SEROLOGIC  SURVEY  OF 
100  SUBJECTS  IN  PUERTO  RICO:  A PILOT 
STUDY 

H.  Gorbea,  MD,  M.  Medina,  MS,  and  C.  H.  Ramírez  Ronda, 
FACP  — Laboratory  and  Research  Service,  VAH,  Depts.  of 
Medicine,  Pathology  and  Microbiology,  UPR  School  of  Me- 
dicine, San  Juan,  Puerto  Rico. 


Toxoplasmosis  (T)  is  a common  disease  occurring 
in  animals  and  man  throughout  the  world.  An  estimated 
25  percent  of  the  adults  in  the  U.  S.  have  antibodies 
indicating  infection  at  some  time  in  their  life  and  are 
presumed  to  be  immune  to  further  infection.  In  Puerto 
Rico  a serologic  study  performed  in  1972  revealed  that 
51  percent  of  women  of  childbearing  age  and  8 percent 
of  the  children  had  antibodies  against  Toxoplasma 
gondii.  A study  was  designed  to  determine  antibodies 
in  a group  of  100  subjects  divided  into  4 age  groups, 
ages  10-20,  21-30,  31-40,  41-50,  51-60  and  compare 
the  serologic  titers  between  groups  and  between  sexes. 
Serum  samples  were  taken  from  our  serum  bank,  ob- 
tained from  normal  patients  in  the  San  Juan  Metropo- 
litan area.  Toxoplasma  antibodies  were  determined 
by  the  indirect  fluorescent  antibody  test  (IFA).  The 
percent  of  subjects  with  positive  T antibodies  increased 
with  age  from  30  percent  in  the  males,  age  10-20,  to 
90  percent  in  the  males,  age  51-60.  80  percent  of  the 
females  in  the  age  51-60  were  found  positive.  Over 
50  percent  of  the  adults  studied  were  found  positive; 


29  percent  of  the  males  and  10  percent  of  the  females 
had  titers  > 256.  There  was  a uniform  distribution  of 
titers  among  the  studied  groups.  The  percent  of  sub- 
jects with  positive  titers  for  T antibodies  in  Puerto 
Rico  is  higher  than  in  U.  S.  A.  Males  and  females 
with  positive  T antbodies  is  similar  (62  percent  and 
54  percent),  the  number  of  males  with  titers  > 256 
was  higher.  Low  titers  indicate  immunity  but  very 
high  titers  indicate  a recent  infection  which  may  re- 
quire treatment.  A larger  serologic  survey  should  be 
carried  out  in  Puerto  Rico. 


PROCTOSIGMOIDOSCOPIA  COMO  METODO 
DE  DIAGNOSTICO:  REVISION  DE  2,789 
SIGMOIDOSCOPIAS  HOSPITAL  DE  VETE 
RANOS 

Marcelo  Obén,  MD.  Pedro  Rosselló,  MD.  Reynold  López,  MD, 
Laboratorio  de  Cirugía  Experimental,  Universidad  de  Puerto 
Rico 


Carcinoma  del  intestino  grueso  constituye  la  se- 
gunda causa  de  muerte  en  pacientes  con  cáncer.  Se  es- 
tima que  en  este  año  en  los  E.  U.  51,900  personas 
fallezcan  por  cáncer  de  colon.  El  diagnóstico  tem- 
prano con  su  manejo  adecuado  es  fundamental  en 
el  prognóstico  de  estos  pacientes.  Afortunadamen- 
te, 70  por  ciento  de  los  tumores  colo-reetales  se  en- 
cuentran dentro  del  alcance  del  sigmoidoscopio  rí- 
gido. Un  total  de  2,789  sigmoidoscopias,  efectuadas 
durante  1970-1978  en  el  Hospital  de  Veteranos,  fueron 
revisadas.  La  población  consiste  de  2,789  varones 
sometidos  a sigmoidoscopía  de  rutina,  por  diversos 
síntomas  gastrointestinales  o el  diagnóstico  de  hernia 
inguinal.  Resultados  demuestran  1,358  (46.3  por 
ciento)  hallazgos  positivos  de  los  cuales  hemorroide 
(33.3  por  ciento)  fistula  anal  (3.3  por  ciento),  fissura 
(2.7  por  ciento),  pólipo  (2.7  por  ciento),  tumor  (1.69 
por  ciento)  y enfermedad  inflamatoria  (1.29  por  ciento) 
fueron  descritos.  Abscesos,  granuloma,  estenosis,  con- 
dyloma y prolapso  rectal  fueron  otros  hallazgos  re- 
conocidos. Fueron  compatibles  con  crecimiento  neo- 
plástico 122  (4.4  por  ciento)  de  los  cuales  47(1.69 
por  ciento)  demostraron  tumores  y 75  (2.69  por  ciento) 
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demostraron  pólipos.  Esta  data  favorece  altamente 
la  inclusión  del  examen  de  proctosigmoidoscopia  como 
procedimiento  de  rutina  en  el  examen  de  pacientes  con 
alto  riesgo  de  cáncer  del  intestino  grueso. 


ROLE  OF  TEICHOIC  ACIDS  ON  THE  AD- 
HERENCE (AD)  OF  STAPHYLOCOCCUS  AU- 
REUS (SA)  TO  DAMAGED  CANINE  AORTIC 
VALVES  IN  VITRO 

J.  Morales,  MD,  A.  Tomasini,  and  C.  H.  Ramírez  Ronda,  MD, 
Depts.  of  Medicine  and  Research,  Veterans  Administration 
Hospital  and  UPR  School  of  Medicine,  San  Juan,  Puerto  Rico. 

SA  adheres  well  to  normal  and  damaged  heart 
valves  in  vitro.  The  AD  of  glucan-positive  strepto- 
cocci (SC)  to  heart  valves  is  dependent  on  glucan  pro- 
duction. SA  does  not  produce  glucans  but  adheres  to 
heart  valves.  Teichoic  acids  (TA)  have  been  shown  to 
be  important  in  AD  of  some  SC  to  epithelial  cells,  SA 
have  TA  in  their  cell  walls.  A study  was  designed  to 
see  the  effect  of  various  concentrations  of  crude  ex- 
tract of  TA  on  the  AD  of  bacteremic  strains  of  SA 
to  damaged  heart  valves.  Valve  damage  was  produced 
in  dogs  by  insertion  of  a polyethylene  catheter  to 
the  left  side  of  the  heart.  Measurement  of  AD  was 
carried  out  in  vitro.  The  AD  was  determined  with 
damaged  valve  sections,  before  incubation  with  TA 
crude  extract  (TACE)  and  after  incubation  with  va- 
rious dilutions  of  TACE.  TACE  was  obtained  from 
the  Lafferty  strains  of  SA.  Adherence  ratios  (AR) 
defined  as  the  proportion  of  bacteria  in  each  standar- 
dized bacterial  suspension  that  adhered  to  each  pair 
of  valve  sections  were  based  on  viable  counts.  The 
AD  for  SA  C-4  under  control  conditions  was  2790 
± 190,  after  1 hr  incubation  with  TACE  the  AR  was 
390  ± 46;  for  SA  CR-100  was  2910  ± 178  control 
and  496  ± 94  after  incubation.  The  effect  of  various 
dilutions  nf  TACE  demonstrated  that  the  inhibitory 
effect  on  AD  of  TACE  for  SA  G-4  was  present  up 
to  dilutions  of  1:20  (602  ± 70);  at  1:80  the  effect 
was  negligible  (2180+  76).  The  adherence  of  2 strains 
of  SA  was  decreased  significantly  by  TACE  in  dilu- 


tions of  up  to  1:20;  this  may  be  related  to  blockage 
of  TA  receptor  sites..  TA  may  play  a role  in  adher- 
ence of  SA  to  endothelial  surfaces  covered  with  fibrin 
and  platelets. 


RESPONSE  TO  PARATHYROID  HORMO- 
NE (PTE)  IN  PATIENTS  WITH  RECURRENT 
NEPHROLITHIASIS 

L.  Lespier-Dexter,  MD,  S.  Amill,  MD,  C.  Rivera,  MS  - Research 
& Med.  Services,  VA  Hospital,  San  Juan,  Puerto  Rico. 

Parathyroid  hormone  activates  renal  adenyl- 
cyclase  and  increases  cyclic  AMP  excretion.  We  eva- 
luated this  system  in  patients  with  recurrent  calcium 
stones  (S)  with  or  without  hypercalciuria  (HC)  and  with 
normal  or  elevated  parathyroid  hormone  levels  (PTH). 
Nephrogenous  cyclic  AMP  (ncAMP)  and  the  excretion 
of  phosphate,  sodium  and  calcium  were  measured 
after  PTE  in  8 normocalcemic  stone  patients.  Basal 
excretion  of  ncAMP  showed  no  difference  among  (S) 
or  con  trols  (C)  regardless  of  basal  PTH  in  S.  (S-2.97 
± 1.94  n moles/100  ml  GFR;  C=2.84  ± 1.07  n moles/ 
100  ml  GFR).  Results  were  comparable  in  the  in- 
crease in  ncAMP  (p  < 0.01)  in  all  S with  normal  mean 
values  of  96.71  ± 61.7  n moles/100  GFR,  persisting 
for  30  min  after  PTE  and  disappearing  by  120  min. 
Fractional  phosphate  excretion  increased  ( p < 0.005) 
in  S and  the  effect  persisted  120.  A mild,  significant 
(p  < 0.01),  natriuresis  occurred  30  min  after  PTE. 
Fractional  excretion  of  calcium  was  diphasic  with 
a significant  fall  in  (p  < 0.05)  observed  120  min.  It  is 
concluded  that  S patients  have  a normal  ncAMP  genera- 
ting capacity  and  respond  normally  to  PTE;  this  res- 
ponse is  the  comparable  regardless  of  basal  PTH  level. 
A relative  resistance  to  endogenous  PTH  may  be  present 
in  the  subgroup  of  stone  patient  with  HPTH.  The  nor- 
mal response  in  patients  with  fasting  HC  is  evidence  of 
a normal  renal  adenyl  cyclase  system  in  these  subjects. 


ESOPHAGEAL  ATRESIA  AND  TRACHEO- 
ESOPHAGEAL FISTULA 
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Pedro  J.  Rosselló,  MD,  Manuel  E.  Lores,  MD  - Surgical  Re- 
search Laboratories  and  Department  of  Surgery,  UPR  School 
of  Medicine,  San  Juan,  Puerto  Rico. 

Esophageal  atresia  and  tracheoesophageal  fistula 
is  one  of  the  classic  congenital  deformities  in  pediatric 
surgery.  There  has  been  a fairly  constant  incidence  of 
1.6  cases  per  10,000  births  in  the  U.  S.  over  the  past 
10  yrs.  in  P.  R.  where  there  is  an  average  of  approxi- 
mately 70,000  yearly  births,  one  would  expect  11  cases 
of  this  deformity  per  year,  assuming  a similar  rate.  We 
have  reviewed  the  cases  of  this  condition  seen  at  the 
University  and  the  University  Children’s  Hospitals  for 
the  10  yr.  period  of  Jan  1968-June  1978.  Forty  seven 
cases  were  identified,  for  a yearly  incidence  of  4.7.  In- 
formation from  records  were  obtained  for  41  of  these. 
Of  those  reviewed:  a)  There  was  a 50  percent  male  pre- 
dominance; b)  75  percent  were  of  type  C,  21  percent 
type  A,  4 percent  type  E;  c)  26  percent  were  born  at 
the  University  Hospital  and  74  percent  were  referred 
from  other  institutions;  d)  the  common  signs  and 
symptoms  were  excessive  salivation,  respiratory  distress 
and  penumonia  and  “vomiting”?  e)  the  diagnosis  could 
routinely  be  made  by  failure  to  pass  a nasogastric  tube 
and  by  chest  -xray;  f)  there  were  associated  anomalies 
in  40  percent  of  type  A,  28  percent  of  type  C cases, 
the  most  common  being  imperforate  anus  and  cardio- 
vascular anomalies;  g)  there  was  an  overall  gross  mor- 
tality rate  of  48  percent,  same  succumbing  before 
surgical  interventions,  others  after.  Various  surgical 
approaches  were  undertaken  and  these  will  be  discussed. 


SOFT  TISSUE  SARCOMA  IN  CHILDREN 

Manuel  H.  Castillo,  MD,  Pedro  J.  Rosselló,  MD,  Roberto  Novoa, 
MD  — Surgical  Research  Laboratories  and  Department  of  Sur- 
gery, UPR  School  of  Medicine. 


The  experience  with  soft  tissue  sarcomas  in  chil- 
dren under  age  15,  at  the  University  District  Hospital 
was  reviewed  for  the  18  yrs.  period  from  1960  - 1977. 
A total  of  28  cases,  biopsy  proven  as  soft  tissue  sar- 
comas were  identified  and  reviewed.  The  average  age 


at  diagnosis  was  5.3  yrs;  there  was  a female  predomi- 
nance of  57  percent.  Histologically  the  main  type  of 
sarcoma  was  embryonal  rhabomyosarcoma,  64  percent. 
The  clinical  picture  was  characterized  mainly  by  a chief 
complaint  of  a mass  or  lump  (53  percent)  or  pain  (23 
percent).  At  diagnosis  the  tumors  were  staged  as  local 
in  43  percent,  regional  in  21  percent  and  systemic  in 
36  percent.  Treatment  involved  the  modalities  of  sur- 
gery (60  percent  underwent  from  partial  excision  to 
radical  exenteration),  radiotherapy  (71  percent),  and 
chemotherapy  (60  percent).  In  many,  these  modali- 
ties were  combined:  triple  therapy  (25  percent),  sur- 
gery and  radiation  (21  percent),  radiation  and  chemo- 
therapy (18  percent)  and  surgery  and  chemotherapy 
(7  percent).  There  were  18  deaths  (64  percent),  with 
a mean  survival  of  11  months.  At  the  time  of  review, 
there  were  10  survivors  (36  percent)  with  a mean  follow- 
up of  64  months.  Specific  variations  in  presentation, 
treatment  and  survival  for  each  type  of  sarcoma  will  be 
discussed. 


TRES  CASOS  DE  ORIGEN  ANOMALO  DE 
LA  ARTERIA  CORONARIA  IZQUIERDA 
DESDE  LA  PULMONAR  PRINCIPAL 

José  Ramón  Gómez,  MD,  Jorge  Valdés,  MD,  Héctor  Rodrí- 
guez, MD  - Departamento  de  Pediatría,  Hospital  Municipal 
de  San  Juan,  Centro  Médico  de  Puerto  Rico. 


Dos  infantes  hembras  de  tres  meses  de  edad 
y un  niño  de  8 años  fueron  admitidos  al  Hospital  Mu- 
nicipal de  San  Juan.  Los  infantes  estaban  en  fallo 
cardíaco  izquierdo  y el  niño  completamente  asinto- 
mático. Este  fue  admitido  para  cateterismo  cardíaco 
debido  a un  soplo  continuo  que  se  pensó  que  era  de  un 
ducto  arterioso  patente.  A los  tres  pacientes  se  les 
hizo  cateterismo  cardíaco  y se  demostró  que  la  coro- 
naria izquierda  tenía  su  origen  en  la  arteria  pulmonar 
principal. 

Se  presentan  estos  casos  por  lo  poco  frecuente 
de  esta  anomalía  cardíaca  y porque  manifiestan  las 
dos  vertientes  del  paciente  asintomático  y del  que  de- 
sarrolla fallo  cardíaco  temprano. 
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MULTIPLE  PREGNANCY:  THE  SECOND 
TWIN 

Emilio  J.  Gómez,  MD  y Nilda  M.  Vázquez,  MD  — Department 
of  Obstetrics  and  Gynecology,  San  Juan  City  Hospital,  San 
Juan,  Puerto  Rico. 

In  a series  of  185  twin  pregnancies  during  the 
years  1974  through  1978,  presentations,  birth  weights, 
Apgar  scores  and  methods  of  delivery  were  reviewed. 
Breech  presentations  and  low  birth  weight  babies  had 
the  lower  Apgar  scores,  regardless  birth  order. 

The  incidence  of  prematurity,  breech  presenta- 
tions and  cesarean  sections  was  higher  in  twin  II  than 
twin  I.  First-born  twins  were  more  often  heavier  than 
second-born  twin  (53  percent)  and  overall  they  wei- 
ghed more  by  an  average  of  31.2  grams. 

At  1 minute  and  5 minutes  2nd  twin  had  a higher 
incidence  of  fair  and  poor  Apgar  scores  when  com- 
pared to  first  twin.  The  second  twin  delivered  within 
20  minutes  appeared  to  be  no  difference  in  Apgar 
scores  regarding  time  of  delivery.  After  20  minutes 
there  was  an  increase  of  poor  Apgar  scores.  Twins 
delivered  by  cesarean  section  due  to  previous  cesa- 
rean section  had  a higher  Apgar  scores  when  compared 
with  twins  delivered  vaginally. 

Conclusions: 

Prognosis  for  second  twin  is  less  favorable  than 
for  the  first  twin. 

The  findings  support  the  need  to  liberalize  the 
indications  of  cesarean  section  for  such  conditions 
as  premature  breech  and  a 2nd  twin  submitted  to  a 
prolonged  delay;  a time-span  which  need  further  eva- 
luation and  delimitation. 


A PUERTO  RICAN  FEMALE  WITH  HOMO 
CYSTINURIA  - CASE  PRESENTATION 

Toro-Sola,  María,  A.,  MD  and  Muñoz,  A.  I.,  MD,  Department 
of  Pediatrics,  San  Juan  City  Hospital,  Puerto  Rico  Medical 
Center 


W.  S.S.  was  originally  seen  by  us  at  age  eight 
years,  having  been  diagnosed  elsewhere  as  Marfan 
syndrome.  She  had  been  operated  on  for  dislocated 
lenses  one  year  previously.  On  clinical  examination 
she  presented  kyphoscoliosis,  a marfanoid  habitus, 
mental  retardation,  and  a peculiar  facies.  Screening 
tests  on  urine  with  cyanide-nitroprusside  reagent  were 
positive  for  homocystinuria,  and  the  diagnosis  was 
confirmed  by  thin-layer  chromatography.  Clinical, 
genetic  and  laboratory  aspects  of  this  condition  will 
be  discussed,  as  well  as  the  differential  diagnosis. 


CRYPTORCHIDISM,  REVIEW  OF  430  CASES 

Roberto  Novoa,  MD,  Pedro  J.  Rosselló,  MD  - Surgical  Research 
Laboratories  and  Department  of  Surgery,  UPR  School  of  Medi- 
cine, San  Juan,  P.  R. 

Cryptorchidism  is  a relatively  common  congenital 
condition  found  in  approximately  5.4  percent  of  prema- 
tures and  0.5  percent  of  full  term  infants.  Despite  this 
and  a large  volume  of  literature  on  this  subject,  the  etio- 
logy of  this  maldescent  remains  obscure.  Prominent 
among  theories  to  explain  this  anomaly,  is  that  which 
proposes  an  underlying  endocrine  abnormality.  To 
study  this  problem  as  it  occurs  in  our  environment, 
the  records  of  430  patients  with  cryptorchidism  seen 
at  the  P.  R.  Medical  Center  were  reviewed.  Bilateral 
cryptorchidism  was  present  in  81  patients,  unilateral 
cryptorchidism  was  present  in  264,  of  these  246  had 
an  unilateral  orchiopexy  and  85  an  orchiectomy  per- 
formed, 18  patients  had  agenesis  of  the  testes.  417 
were  elective  admissions  5 cases  presented  as  incarcera- 
ted hernias,  4 as  testicular  torsion  in  cryptorchids  and 
15  had  cryptorchidism  as  part  of  a syndrome.  The 
lesion  was  more  common  on  the  right  side  (59  per- 
cent) and  an  inguinal  hernia  was  present  in  86  percent 
of  cases.  Testicular  fixation  to  the  thigh  was  the  most 
popular  operation  (44  percent)  followed  by  Dartos 
pouch  (39  percent)  and  window  septopexy  in  8 per- 
cent. A total  of  104  were  reexamined  in  a follow-up 
visit  2 to  10  years  after  the  procedure.  The  operation 
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was  satisfactory  in  92  percent  of  these  cases;  recur- 
rence was  noted  in  8 percent.  There  was  compensa- 
tory hypertrophy  of  the  contralateral  descended  tes- 
ticle. Blood  samples  for  FSH,  LH  and  testosterone 
were  drawn  from  these  patients.  In  selected  cases 
semen  specimens  were  obtained. 


ANOVULATORY  INFERTILITY  ASSOCIA 
TED  WITH  CERVIX  INCOMPETENCE 

Walter  M.  Pinedo,  MD,  FACOG,  Rafael  A.  Rodriguez  Ace- 
vedo, MD  - Mayaguez  Medical  Center  - Mayaguez,  P.  R.  00708 

Anovulatory  infertility'  associated  with  cervix 
incompetence  is  present  in  these  cases.  These  two 
entities  usually  occurs  separately  but  in  rare  occasions 
the  association  of  both  in  the  same  patient  may  be 
present.  This  association  is  a very  unusual  case  in 
medical  literature. 

We  describe  both  diseases  separately  and  when 
occurring  associated  in  the  same  patient. 

The  clinical  diagnosis,  medical  and  surgical  ma- 
nagement as  well  as  the  final  outcome  is  also  discussed. 


CORRELATION  OF  EARLY  POST  INFARC 
TION  HEMODYNAMICS  AND  TREADMILL 
EXERCISE  TESTING 

Guillermo  Cintrón,  FACP,  Esteban  Linares,  FACP,  Brunilda 
Pena,  RN,  Marta  Medina,  RN,  Edgardo  Hernández,  MD,  Mig- 
dalia  González,  MD,  Juan  M.  Aranda,  MD,  Veterans  Adminis- 
tration Hospital  and  University  of  Puerto  Rico,  School  of 
Medicine,  San  Juan,  Puerto  Rico. 

The  purpose  of  this  study  was  to  correlate  hemo- 
dynamic measurements  obtained  within  24  hours  of 
first  acute  transmural  infarction  (AMI)  with  treadmill 
testing  (GXT)  3 months  (mos)  later.  We  studied  retros- 
pectively, 42  male  veteran  patients  (pts)  who  underwent 
right  heart  catheterization  within  24  hours  of  symptoms 


of  AMI  and  performed  GXT  3 mos  later.  Pts  were  divi- 
ded in  2 groups  (grp)  according  to  pulmonary  artery 
diastolic  or  pulmonary  wedge  pressures  (PCW).  Grp.  I: 
PCW  < 12  mm  Hg.,  16  pts;  Grp  II:  PCW  > 12  mm  Hg., 
26  pts.  Both  grps  were  comparable  regarding  age  and 
history  of  prior  congestive  heart  failure.  In  Grp  I pts, 
15/16  had  inferior  AMI,  mean  peak  creatine  phospho- 
kinase  (CPK)  was  839  IU  and  68  percent  (11/16)  had 
hypertension  by  history.  In  Grp  II  pts,  23/26  had 
anterior  AMI,  mean  peak  CPK  was  1336  IU  and  35 
percent  (9/26)  had  hypertension  by  history. 

Results  of  3 mos  GXT  were  as  follows: 


GXT(+) 

GXT(-) 

±* 

Grp  1(16)  4(25°/o) 

5(31%) 

7(44%) 

Grp  11(26)  5(19%) 

9(35%) 

12(46%) 

MAX  HR 

MAX  BP 

METS 

Grp  1(16)  134 

168/91 

7.5 

Grp  11(26)  135 

165/91 

6.0 

* - Inadequate 

In  conclusion,  no  correlation  was  found  between 
initial  PCW  and  3 mos  GXT  results  except  for  signi- 
ficantly higher  maximal  exercise  level  (p  < .05)  attained 
in  pts  with  PCW  < 12  mm  Hg.  (Grp  I).  The  great  ma- 
jority of  pts  with  PCW  > 12  mm  Hg.  in  the  first  AMI 
will  have  anterior  location.  Inferior  location  will  be 
found  in  most  pts  with  PCW  < 12  mm  Hg.  Mean  CPK  is 
not  significantly  higher  (p  > .05)  in  pts  with  PCW  > 12 
mm  Hg.  during  their  first  AMI. 


CORONARY  HEART  DISEASE  RISK  FAC 
TORS  IN  MEN  WITH  LIGHT  AND  DARK 
SKIN 

Raúl  Costas,  Jr.,  MD,  Mario  R.  Garcia  Palmieri,  MD,  Paul  Sorlie, 
MS,  and  Ellen  Hertzmark,  MA  — University  of  Puerto  Rico 
School  of  Medicine,  San  Juan  Puerto  Rico. 

The  Puerto  Rico  Heart  Health  Program  is  an  epi- 
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demiological  study  of  coronary  heart  disease  in  9824 
men  residing  in  3 urban  and  4 rural  areas  of  Puerto 
Rico.  Four  examination  cycles  were  conducted  bet- 
ween 1965  and  1977  to  assess  various  personal  and 
other  attributes,  including  a classification  of  skin  color 
on  the  inner  upper  arm  by  the  von  Luschan  color  tiles. 
Using  this  grading,  men  were  separated  into  two  groups 
of  light  or  dark  skin  color.  There  was  a larger  percen- 
tage of  dark  men  in  the  urban  than  in  the  rural  area. 
In  the  urban  this  group  had  a lower  socioeconomic 
status  (SES)  based  on  income,  education,  and  occupa- 
tion. In  the  rural  area  the  incomes  for  both  skin  color 
groups  were  nearly  identical.  Dark  men  had  slightly 
higher  mean  systolic  blood  pressures  (SBP)  within  the 
urban  area  but  not  in  the  rural.  Within  the  urban  area, 
the  dark  men  had  lower  mean  serum  cholesterol  levels 
than  the  light,  while  the  relative  weights  and  cigarette 
smoking  habits  of  both  groups  were  similar.  After  con- 
trolling for  the  differences  in  SES  in  the  urban  area, 
skin  color  showed  a small  but  satistically  significant 
association  with  SBP.  The  difference  in  relationships 
in  the  two  areas  suggest  that  environmental  determi- 
nants are  a possible  explanation  for  differences  in  men 
with  light  and  dark  skin. 


THE  LEFT  VENTRICULAR  DYSFUNCTION 
OF  PATIENTS  WITH  IDIOPATHIC  PRO 
LAPSE  OF  THE  MITRAL  VALVE 

Pablo  I.  Altieri,  MD,  Lirio  del  Valle*,  Mary  Torres*,  Ernesto 
E.  Guerra*  — Department  of  Medicine,  University  of  Puerto 
Rico1  San  Juan,  Puerto  Rico. 


The  left  ventricular  function  (L.V.F.)  during 
systole  and  diastole  was  studied  in  11  patients  (pts) 
with  idiopathic  prolapse  of  the  mitral  valve  (P.M.V.). 
The  systolic  properties  were  studied  by  a quantitative 
analysis  of  left  ventricular  wall  motion  at  end-systole 
and  mid-ejection.  Hypokinetic  (H.)  and  tardokinetic 
(T.)  segments  (delay  motion  at  mid-ejection)  were 
defined  as  those  where  the  amplitude  of  systolic  or 


mid-ejection  motion  was  less  than  2 standard  devia- 
tion from  the  normal  group.  The  ejection  fraction 
(E.F.)  of  the  group  was  60  percent  ± 10,  except  4 pts. 
showed  subnormal  values,  52  percent  ± 5 (P  = 0.01). 
15  H.  and  22  T.  areas  were  found.  Both  groups  showed 
elevated  end-diastolic  volumes,  119  cc  ± 39.  The  com- 
pliance (C.)  was  assessed  by  2 methods:  AV/AP  (angio 
stroke  volume/left  ventricular  (L.V.)  end-diastolic 
pressure  minus  the  lowest  early  diastolic  pressure: 
A V/ESV  / A P (ESV=end-systolic  volume).  The  A 
V/  A P of  the  group  was  normal  16.10  ± 9 cc/mmHg, 
except  3 pts,  with  subnonnal  values,  7.0  ± 3 cc/mmHg 
(P  < 0.25).  The  A V/ESV/  A P values  were  normal 
.33  ± .19  mmHg-1  except  2 pts.  with  subnormal  va- 
lues, 135  ± .01  mm  Hg-1,  P < .01.  In  conclusion  pts. 
with  P.M.V.  have  a diffuse  process  affecting  the  sys- 
tolic and  diastolic  properties  of  the  left  ventricle.  These 
abnormalities  are  seen  as  (1)  elevated  E.D.V.,  (2)  sub- 
normal E.  F.,  (3)  H.  and  T.  areas  and  reduction  in  C. 


EXERCISE  TREADMILL  TESTING  IN  THE 
EARLY  AND  CONVALESCENT  PERIOD  AF 
TER  ACUTE  MYOCARDIAL  INFARCTION 

Esteban  Linares,  FACP,  Guillermo  Cintrón,  FACP,  Julio  E. 
Pérez,  MD,  Edgardo  Hernández,  MD,  MIgdalia  González,  MD, 
Juan  M.  Aranda,  MD  — Veterans  Administration  Hospital 
and  University  of  Puerto  Rico,  School  of  Medicine,  San  Juan, 
Puerto  Rico. 


The  purpose  of  this  study  was  to  objectively 
assess  by  means  of  treadmill  testing  (GXT)  the  estimated 
functional  capacity  early  after  acute  myocardial  infarc- 
tion (AMI).  GXT  was  done  at  3,  6 and  12  weeks  (wks) 
after  documented  AMI  in  64  patients  (pts)  without 
heart  failure  or  unstable  angina  at  the  time  of  testing. 
Three,  6 and  12  wks  GXTs  were  limited  by  symptoms, 
signs  (arrhythmia  or  abnormal  blood  pressure  response) 
or  attaining  pre-established  end-points  (PEEP).  PEEP 
were  4 METS  (M)  or  70  percent  age  predicted  maxi- 
mal heart  rate  (APMHR),  6M  or  80  percent  APMHR, 
and  85-90  percent  APMHR,  3,  6 and  12  wks  GXT, 
respectively.  The  mean  age  for  the  64  pts  was  55,  ran- 
ge 41  to  67.  AMIs  were  transmural  in  55  pts  (anterior 
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26,  inferior  29)  and  subendocardial  in  9.  Twenty-one 
of  53  3 wks  GXTs,  24/57  6 wks  GXTs  and  49/65  12 
wks  GXTs  were  symptoms  or  sign  limited.  PEEP  was 
attained  in  32/53  3 wks  GXTs,  33/57  6 wks  GXTs  and 
16/65  12  wks  GXTs.  Mean  estimated  oxygen  Consump- 
tion in  symptoms  or  sign  limited  GXT  at  3,  6 and  12 
wks,  respectively,  was  2.9M  ± 0.16  SEM,  4.7M  ± 0.25 
SEM  (p  < .001),  nd  7M  ± 0.24  SEM  (p  < .001).  Forty- 
four  of  175  (23  percent)  GXTs  had  ischemic  ST  electro- 
cardiographic response  during  the  GXT.  There  were  no 

complications.  In  conclusion,  GXT  at  3,  6 and  12  wks 
after  AMI  will  demonstrate  that  40  percent,  42  percent 
and  75  percent,  respectively  of  the  tests  are  symptoms 
or  sign  limited.  As  a group,  symptoms  or  sign  limited 
pts  will  show  progressive  improvement  in  their  estimated 
cardiac  functional  capacity  of  3,  6 and  12  wks  which 
was  statistically  significant. 


EXPECTED  RISK  OF  CORONARY  HEART 
DISEASE  IN  PUERTORICAN  MEN 

Raúl  Costas,  Jr.,  MD,  Mario  R.  García  Palmieri,  MD,  Mercedes 
Cruz-Vidal,  MD  and  Paul  Sorlie,  MS,  University  of  Puerto  Rico 
School  of  Medicine,  San  Juan,  Puerto  Rico. 

Since  1965,  9824  men  residing  in  3 urban  and 
4 rural  areas  of  Puerto  Rico  have  been  followed  pros- 
pectively to  assess  the  prevalence  of  risk  factors  and 
their  effect  on  the  subsequent  development  of  coronary 
heart  disease  (CHD).  Major  risk  factors  studied  include 
age,  blood  pressure,  serum  cholesterol,  cigarette  smok- 
ing, and  glucose  intolerance  (based  on  diabetic  history, 
blood  glucose,  and  urine  sugar  information).  Incidence 
of  CHD  in  8 years  has  been  related  to  these  factors, 
and  expected  incidence  rates  (in  percent)  by  level 
of  risk  factors  have  been  tabulated.  These  tables  per- 
mit the  physician  to  estimate  his  male  patients’  proba- 
bility of  developing  CHD  in  8 years  according  to  the 
level  of  his  risk  factors.  Compared  to  data  from  the 
mainland,  CHD  risk  is  relatively  low  in  Puerto  Rico; 
nevertheless,  CHD  remains  the  leading  cause  of  death. 
Risk  tables  enable  a physician  to  more  clearly  delineate 
those  individuals  at  high  risk  either  because  of  risk  fac- 


tors definitely  abnormal,  or  because  of  evidence  of  many 
marginal  abnormalities. 


INSULINOMA 

G.  Martinez  Rovira,  MD  y José  Amadeo,  MD,  Doctors  Medical 
Center,  Santurce,  P.  R.  y Departamento  de  Cirugía,  Hospital 
de  Veteranos,  San  Juan,  P.  R. 

La  concentración  de  glucosa  sanguínea  debe  man- 
tenerse dentro  de  los  límites  normales  porque  el  cerebro 
no  puede  extraer  cantidades  de  energía  de  ninguna  otra 
fuente  que  no  sea  hidrato  de  carbono,  principalmente 
glucosa.  De  aquí  la  importancia  del  diagnóstico  y la  eva- 
luación precoz  de  la  hipoglucemia  para  prevenir  la  neu- 
roglicopenia  y daño  cerebral  permanente. 

Recientemente  estudiamos  a una  enfermera  gra- 
duada con  un  cuadro  clínico  de  varios  meses  de  duración 
caracterizado  por  comportamiento  depresivo  neurótico, 
desorientación  y gesticulaciones  inapropiadas,  en  asocia- 
ción a niveles  de  glucemia  de  16  y 18  mgm  porciento. 
No  se  pudo  demostrar  hiperinsulinemia  excepto  con  la 
prueba  de  de  estimulación  de  tolbutamida.  El  cuadro 
clínico  desaparecía  al  ingerir  carbohidrato  y surgía  en 
forma  espontánea  luego  de  8-10  horas  en  ayuna. 

Luego  de  estudios  extensos  donde  se  excluyeron 
todas  las  causas  conocidas  de  hipoglucemia  con  excep- 
ción de  insulinoma,  se  procedió  con  exploración  qui- 
rúrgica abdominal  donde  se  encontró  un  nodulo  en  el 
cuerpo  pancreático  distal.  Después  que  se  removió  este 
nodulo  a los  60  minutos  aproximadamente  observamos 
normoglucemia,  la  cual  persiste  hasta  el  día  de  hoy. 

Aunque  los  insulinomas  son  infrecuentes  es  de 
suma  importancia  la  exclusión  clínica  a través  de  los 
diferentes  estudios  de  estimulación  hormonal,  ya  que 
representan  una  causa  curable  de  la  hipoglucemia. 


CENTRAL  NERVOUS  SYSTEM  MANIFES- 
TATIONS IN  SYSTEMIC  LUPUS  ERYTHE 
MATOSUS. 

Esther  N.  González-Parés,  MD,  Ramón  L.  Ortega,  MD  and 


Bol  Asoc.  Méd.  P.  Rico 
Junio  1979 


Abstractos 


230 


Ivelisse  Lebrón,  MD  - Department  of  Medicine,  University 
of  Puerto  Rico  School  of  Medicine,  San  Juan,  Puerto  Rico. 


Central  Nervous  System  (CNS)  in  systemic  lupus 
erythematosus  (SLE)  is  not  uncommon.  It  has  been 
reported  to  occur  in  21  to  75  percent  of  the  cases. 

Sixty  three  patients  with  SLE  who  developed 
CNS  manifestations  were  studied.  There  were  54 
females  and  9 males.  Thirteen  patients  had  developed 
SLE  before  age  15.  Of  the  63  patients,  34  patients 
developed  psychosis,  26  convulsions,  9 hemiparesis, 
and  cranial  nerve  involvement  in  6.  Twelve  patients 
had  more  than  one  neurologic  manifestations. 

Twenty  six  patients  died.  Of  this  group,  34  per- 
cent developed  the  CNS  as  presenting  symptom.  Only 
5 patients  died  with  acute  cerebritis.  The  rest  died 
of  other  complications. 

Twenty  three  patients  had  CNS  manifestations 
and  no  kidney  or  heart  involvement.  Of  this  group  5 
died.  Nineteen  patients  had  CNS,  heart  and  kidney 
involvement,  of  this  group  16  patients  died. 

Mortality  was  higher  among  patients  with  psy- 
chosis and  those  with  heart,  kidney  and  CNS  involve- 
ment . 


MANEJANDO  AL  DEPRIMIDO 

Víctor  Bernal  y del  Río,  MD  y Eduardo  Castro,  MD  - Insti- 
tuto Psiquiátrico  de  Puerto  Rico,  San  Juan,  P.  R. 

La  depresión  es  hoy  el  síntoma  psicológico  más 
frecuente  en  la  práctica  médica.  Los  autores  repasan 
someramente  los  medicamentos  más  usados  en  los  di- 
ferentes cuadros  depresivos.  Repasan  también,  las 
teorías  psicodinámicas  más  acertadas  de  la  depresión, 
acentuando  específicamente  que  el  deprimido  es  un 
enojado  que  se  siente  culpable  fuera  de  toda  propor- 
ción por  actos  reales  o imaginados.  Que  su  queja  es 
más  quejosa  o litigante  que  verdaderamente  quejum- 
brosa. Que  el  enojo  se  traduce  muchas  veces  en  agre- 
sión velada  y el  síntoma  debe  verse  bajo  esa  premisa. 

Infieren  los  autores  conclusiones  prácticas  sobre 
el  manejo  medicamentoso  del  paciente,  estipulando 


que  la  queja  debe  oirse  sin  aspavientos;  que  la  palma- 
da en  el  hombro  está  contraindicada,  que  la  explora- 
ción de  la  sintomatología  hipocondríaca  debe  hacerse 
con  poca  avidez  y muy  parcamente. 

En  la  estipulación  medicamentosa,  señalan  los 
autores,  que  debe  ser  la  dosificación  a disciplina  es- 
tricta, preferiblemente  con  horario  fijo,  evitando  po- 
ner en  manos  del  paciente  el  manejo  de  la  medica- 
ción. Las  alteraciones  de  dosis  deben  tratarse  con 
firmeza  y disciplina.  La  disciplina  de  horario  debe 
establecerse  y cumplirse  sin  contemplaciones.  Acon- 
sejan los  autores  entregar  la  receta  directamente  al 
paciente  a la  mano,  requerir  y recibir  de  éste  los  emo- 
lumentos del  servicio.  Señalan  la  dificultad  inherente 
en  estos  casos  al  bregar  con  los  efectos  secundarios 
de  la  medicación.  El  anuncio  de  los  mismos,  la  ex- 
ploración de  su  aparecimiento,  la  investigación  de  su 
progreso,  caen  en  terreno  fértil  para  su  elaboración 
continuada. 

Aluden  a particulares  de  investigación  continuada 
de  mejorías  o empeoramiento  con  peligro  de  fijacio- 
nes. 


A RETROSPECTIVE  STUDY  OF  EMOTIONAL 
SYMPTOMS  IN  A GROUP  OF  WOMEN  SUB 
JECTED  TO  HYSTERECTOMY  IN  PUERTO 
RICO 

Daisy  Jesurum,  MD,  Minerva  Villafañe,  MD,  Jorge  Pérez-Cruet, 
MD  — Department  of  Psychiatry,  UPR  School  of  Medicine  and 
Veterans  Administration  Hospital,  San  Juan,  Puero  Rico 

The  purpose  of  this  study  was  to  determine  whe- 
ther hysterectomized  women  in  Puerto  Rico  showed 
greater  evidence  of  emotional  symptoms  in  the  imme- 
diate post  operative  period  compared  with  a control 
group.  The  medical  records  of  50  hysterectomized,  50 
cholecystectomized  and  50  tubal  ligation  women  pa- 
tients were  searched  for  evidence  of  emotional  symp- 
toms before  surgery  and  in  the  0 to  7 day  post  surgical 
hospitalization  period.  A review  of  the  literature  has 
shown  controversial  findings  in  psychiatric  symptoms 
post  hysterectomy.  The  role  of  cultural  variables  has 
not  been  considered  and  it  may  be  that  the  emotional 
response  to  hysterectomy  may  depend  on  cultural  fac- 
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tors. 

This  study  revealed  a highly  significant  increase 
in  emotional  symptomatology  (such  as  anxiety,  depres- 
sion and  confusion)  in  hysterectomized  women  not 
found  in  the  control  groups.  The  most  emotionally 
affected  group  of  hysterectomized  patients  was  the  30- 
39  age  range  (premenopausal).  These  findings  suggest 
that  puertorman  women  confer  a special  significance  to 
the  uterus  and/or  its  reproductive  capacity  and  its 
removal  may  precipitate  emotional  disturbances.  This 
might  be  a transcultural  phenomenon  since  it  was  not 
found  in  a well  controlled  study  in  another  cultural 
group  (Canada). 

This  study  will  need  further  elaboration  with  a 
prospective  study 


REVISION  DE  LA  CLASIFICACION  HIS- 
TOLOGICA EN  CASOS  DE  ENFERMEDAD 
DE  HODGKIN  (EH). 

L.  Nuñez,  MD,  J.  Velázquez,  MD,  R.  Dorfman,  MD,  E.  Vélez 
Garcia,  MD  y E.  Delgado,  RN,  Sección  de  Hematología-Onco- 
logía Médica,  Escuela  de  Medicina,  UPR,  y Departamentos 
de  Patología,  Universidad  de  Stanford,  California  y Escuela 
de  Medicina  UPR. 


La  importancia  pronostica  de  la  clasificación 
histopatológica  en  EH  es  bien  reconocida.  Durante 
los  últimos  10  años  hemos  participado  en  un  estudio 
cooperativo  de  pacientes  con  linfomas  malignos  donde 
ha  sido  esencial  la  revisión  del  material  patológico  con 
el  propósito  de  uniformizar  criterios  y comparar  nues- 
tra casuística  con  la  de  otros  centros  de  manejo  de 
linfomas.  Revisamos  58  casos  de  EH  tratados  en  este 
período.  En  27/58  (46  por  ciento)  hubo  correlación 
absoluta  por  sub-tipo.  La  mayor  dificultad  de  corre- 
lación se  observó  en  los  casos  de  predominancia  linfo- 
cítica  (LP)  (1/7);  la  menor,  en  casos  de  esclerosis  no- 
dular (NS)  (11/14).  Al  comparar  nuestros  datos  con 
los  de  otros  centros  encontramos  una  incidencia  mayor 
de  agotamiento  linfocítico  (LD)  (UPR  12  por  ciento, 
Stanford  1 por  ciento).  No  se  registraron  diferencias 
significativas  en  los  casos  de  celulandad  mixta  (MC) 
y fje  LP  y NS.  Este  estudio  nos  reafirma  la  necesidad 


de  mantener  un  sistema  de  revisión  histopatológica 
en  EH  para  lograr  una  mayor  exactitud  diagnóstica 
y correlación  pronostica  por  sub-tipo.  Se  presentarán 
y discutirán  posibles  razones  e implicaciones  de  las 
diferencias  observadas  que  nos  han  estimulado  a realizar 
un  estudio  similar  en  los  linfomas  no-Hodgkinianos. 


EVALUATION  OF  AN  ADJUVANT  CHEMO 
THERAPY  PROGRAM  WITH  CIS  DICHLORO 
DIAMMINE  PLATINUM  (II)  (DDP)  AND 
BLEOMYCIN  (B)  COMBINED  WITH  RADIO- 
THERAPY (RT)  PRIOR  TO  SURGERY  IN  AD 
VANCED  HEAD  AND  NECK  CANCER. 

C.  Chiesa,  MD,  N.  Figueroa,  MD,  E.  Vélez-García,  MD,  V. 
Marcial,  MD,  J.  Cintrón,  MD,  J.  Corcino,  MD  and  M.  Maldo- 
nado, RN,  Hematology-Medical  Oncology  Section  and  Radia- 
tion Oncology  Divsion,  UPR  School  of  Medicine. 


RT  has  been  the  only  recognized  form  of  pallia- 
tive treatment  in  advanced  head  and  neck  cancer.  Re- 
cently, efforts  to  improve  results  with  this  modality 
have  included  the  use  of  adjuvant  chemotherapy.  At 
present  the  most  promising  agent  is  DDP.  In  order  to 

evaluate  the  usefulness  of  this  approach  we  treated 
17  such  patients  over  the  past  12  months.  These  patients 
were  selected  consecutively  among  those  who  presented 
to  us  for  initial  evaluation  if  they  met  qualifying  criteria 
of  renal  function.  AH  were  clinical  stage  T3  NO  MO  or 
greater  and  were  treated  initially  with  DDP,  80-100  mg / 
m2  IV  push  d 1 and  222,  and  B 15u/m2  day  3 + B infu- 
sion , 15u/m“  day  3-8,  followed  by  RT  on  day  29,  5,000 
r in  5 weeks.  Evaluation  of  response  was  carried  out  on 
day  55  to  determine  resectability.  At  this  time  there 
were  7/17  complete  responses  (total  disappearance  of 
lesion)  and  3 partial  responses  (50  percent  tumor  re- 
gression). 4/17  patients  died  and  the  rest  either  had  no 
response  or  progression  of  disease.  None  ot  the  pa- 
tients underwent  surgery  either  because  of  CR  or  pro- 
gression. We  conclude  that  this  is  a well  tolerated,  al- 
though still  investigational  approach  with  a significant 
palliative  potential  in  patients  with  advanced  head  and 
neck  cancer. 
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Each  gram 
contains:  Aerosporln® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qe;  In  tubes  of  1 oz 
and  1/2  oz  end  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  Indicated),  for  topical  Infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
In:  Infected  burns,  skin  grafts,  surgical  Incisions,  otitis 
externa;  primary  pyodermas  (Impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  Infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  Inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactlcally,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  Inclslona,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  inourred,  Its  use  may  prevent 
the  development  of  Infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  Is  contrain- 
dicated in  those  Individuals  who  have  shown  hypersen- 
sitivity to  any  of  Its  components.  Do  not  use  In  the  eyes 
or  In  the  external  ear  canal  If  the  eardrum  Is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  In 
treating  extensive  burns,  trophlo  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
la  possible.  In  burns  where  more  than  20  peroent  of 
the  body  surface  Is  affected,  especially  If  the  patient 
has  Impaired  renal  function  or  Is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  Is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  In  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  Is  more  liable  to  become 
sensitized  to  many  substances.  Including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  Is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  Itching;  It  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  Is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  If  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  In  overgrowth  of 
nonsusceptlble  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  If  this  ooours. 

ADVERSE  REACTIONS:  Neomycin  Is  a not 
unoommon  cutaneous  sensitizer,  Articles  In  the 
current  literature  Indicate  an  Increase  In  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


The  functional  bowel  and 

other  unexplained  G.I.  disturbances... 


LACT-AID 


FOR  LACTOSE  INTOLERANCE 


Most  people  gradually  stop  producing  lactase, 
the  milk  sugar  splitting  enzyme,  shortly  after 
weaning.  With  the  exception  of  most  Northern 
Europeans,  few  ethnic  groups  handlelactose  well, 
especially  as  adults.  In  fact,  some  groups  such  as 
adult  Blacks,  Orientals  and  American  Indians 
seem  to  be  almost  without  any  ability  to  produce 
lactase.  Central  European  and  Mediterranean 
descendents  clearly  demonstrate  the  problem  to  a 
moderate  degree. 

Estimates  vary,  but  there  are  believed  to  be 
some  30  million  lactose  intolerant  persons  in  the 
U.S.  alone. 


Therefore,  lactose  intolerance  should  be 
an  immediate  consideration  when  there  are  G.I. 
complaints  of  unknown  etiology. 

Suspect  lactase  deficiency  when  your  patient 
complains  of  gas,  indigestion,  excessive  flatulence, 
diarrhea  or  vague  abdominal  pain.  Consider  too, 
that  a patient  with  known  organic  bowel  disease 
may  also  have  lactose-related  problems. 


Puerto  Rico  Distributor 
Nutricentro 
Apartado  11368 
Capapra  Heights,  Puerto 
Teljono  783-3123 
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Q.  Does  all  this  mean  that  such  patients  must  refrain 
from  the  use  of  milk  and  other  dairy  products? 

A.  Probably  not.  One  packet  of  Lact-Aid'properly 
mixed  with  one  quart  of  milk  provides  sufficient 
lactase  enzyme  to  hydrolyze  most  of  the  lactose 
Into  the  simple  sugars,  galactose  and  glucose,  for 
easy  absorption.  Two  packets  can  effect 
conversion. 

SugarLo  Company,  P.O.  Box  1017,  Atlantic  City,  NJ 
08404.  Write  for  literature  and  ordering  information. 


Lict-AM 

LACTASE  ENZYME 

the  answer 
to  lactose 
intolerance 
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Ingredients:  '~lucose,  Lactase  enzyme  from  Saccharomyces 
(Kluyveron  ,^es)  lactis  yeast  (4000  0NPG  units  each 
0.7  gram  packet),  food  grade  silicate  as  anti-caking  agent. 


Los  profesionales 
de  Enterprises 
Insurance  Agency 
le  ofrecen  su 
SERVICIO 
INTEGRAL 
DE  SEGUROS. 


Para  usted  como  individuo, 
comerciante,  industrial, 
o profesional  . . . 

Cada  negocio,  profesión  o empresa  tiene  sus 
necesidades  particualares  de  seguros.  Unicamente  mediante 
un  estudio  integral  de  riesgos  es  posible  descubrir  esas 
exposiciones  particulares.  Tarea  ésta  que  requiere  destrezas 
que  solamente  se  obtienen  con  el  conocimiento  y la  experiencia. 
En  Enterprises  Insurance  Agency  estamos  preparados  para 
descubrir  las  exposiciones  a pérdidas  que  atenían  sobre  su 
negocio,  librándole  así  de  la  preocupación  de  los  riesgos. 

Sabemos  también  cómo  combinar  las  diferentes  cubiertas 
para  ofrecerle  la  más  amplia  protección  al  costo  más 

económico  posible. 

Nuestro  reto  es  servirle.  Su  reto  es  dejar  que  Enterprises 
Insurance  Agency  atienda  la  cuestión  de  sus  seguros. 


OFICINAS 


ESCUELAS/INSTITUCIONES 


BANCOS/COMPAÑIAS  DE  FINANCIAMIENTO 


FABRICAS 


RIESGO  PERSONAL 


RIESGO  PROFESIONAL 


Visítenos  o llámenos  a: 

ENTERPRISES  INSURANCE  AGENCY,  INC. 

Edificio  La  Electrónica,  Oficina  308 
Carr.  1,  Km.  14.5,  Río  Piedras,  P.R.  00927 

TEL.  763-2802 


Regroton^Demi-Regroton 


LISTA  DE  ANUNCIANTES 


BOEHRINGER  INGELHEIM 
Alupent 

BURROUGHS  WELLCOME 
Neospori n 
Septra 

CIBA  PHARM, 

Vioform  - HC 

ENTERPRISES  INSURANCE  AGENCY,  INC, 
Seguros 

LOMA  LINDA 
Soyal ac 

MEAD  JOHNSON 
Col  ace 
Vasol i dan 
Quibron 

MERRELL-NATIONAL 

Bentyl 

Tenuate 

PHARMACEUTICAL  MFG. 

Institutional 

ROCHE  LAB, 

Librium 

Valium 

S,  L.  COMPANY 
Lact-Aid 

SMITH,  KLINE  & FRENCH 
Dyazide 

U.S.V,  PHARM, 

Hygroton  25 

Regroton/Demi -Regroton 

THE  UPJOHN  COMPANY 
Motrin 


Brief  Summary 

Indication : Hypertension.  (See  box  warning.) 
Contraindications:  Mental  depression, 
hypersensitivity,  and  mosteases  of  severe  renal  or 
hepatic  diseases. 

Warnings: 

These  fixed  combination  drugs  are  not  indicated 
for  initial  therapy  of  hypertension.  Hypertension 
requires  therapy  titrated  to  the  individual  patient. 

If  the  fixed  combination  represents  the  dosage  so 
determined,  its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of 
hypertension  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


Use  with  caution  in  patients  with  severe  renal  disease, 
impaired  hepatic  function  or  progressive  liver  disease. 
Regroton  or  Demi-Regroton  may  potentiate 
action  of  other  antihypertensive,  ganglionic  and 
peripheral  adrenergic-blocking  drugs.  Sensitivity 
reactions  may  occur  in  allergic  and  asthmatic  patients. 
Discontinue  one  week  before  electroshock  therapy, 
and  if  depression  or  peptic  ulcer  occurs.  Use  in 
pregnancy:  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  The  use  of  chlorthalidone  and 
related  drugs  in  pregnant  women  requires  that  the 
anticipated  benefits  of  the  drug  be  weighed  against 
possible  hazards  to  the  fetus.  These  hazards  include 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and 
possibly  other  adverse  reactions  which  have  occurred 
in  the  adult.  Use  with  care  in  nursing  mothers  since 
thiazides  and  reserpine  cross  the  placental  barrier  and 
appear  in  cord  blood  and  breast  milk.  Increased 
respiratory  secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reserpine-treated 
mothers.  If  use  of  the  drug  is  essential,  the  patient 
should  stop  nursing.  Precautions:  Antihypertensive 
therapy  with  these  drugs  should  always  be  initiated 
cautiously  in  postsympathectomy  patients  and  in 
patients  receiving  ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or  curare.  Reduce 
dosage  of  concomitant  antihypertensive  agents  by  at 
least  one-half.  To  avoid  hypotension  during  surgery, 
discontinue  therapy  with  these  agents  two  weeks  prior 
to  elective  surgical  procedures.  In  emergency  surgery, 
use  anticholinergic  or  adrenergic  drugs  or  other 
supportive  measures  if  needed.  Because  of  the 
possibility  of  progression  of  renal  damage,  periodic 
kidney  function  tests  are  indicated.  Discontinue  if  the 
BUN  rises  or  liver  dysfunction  Is  aggravated  (hepatic 
coma  may  be  precipitated).  Patients  receiving 
chlorthalidone  should  have  periodic  determination  of 
serum  electrolytes  and  shou  Id  be  observed  for  clinical 
signs  of  fluid  or  electrolyte  Imbalance  (hyponatremia, 
hypochloremic  alkalosis  and  hypokalemia),  particularly 
if  they  are  receiving  digitalis,  parenteral  fluids,  or  are 
vomiting  excessively.  Hypokalemia  may  develop  with 
chlorthalidone  as  with  any  other  potent  diuretic, 
especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or 
ACTH.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Digitalis 
therapy  may  exaggerate  metabolic  effects  of 
hypokalemia  especially  with  reference  to  myocardial 
activity.  Any  chloride  deficit  Is  generally  mild  and  usually 
does  not  require  specific  treatment  except  under 
extraordinary  circumstances  (as  In  liverdisease  or 
renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather.  Hyperuricemia  may 
occur  or  gout  be  precipitated  in  certain  patients.  Insulin 
requirements  In  diabetic  patients  may  be  increased, 
decreased,  orunchangedand  latent  diabetes  mellltus 
may  become  manifest.  Chlorthalidone  and  related 
drugs  may  decrease  arterial  responsiveness  to 
norepinephrine,  Chlorthalidone  and  related  drugs  may 
decrease  serum  PBI  levels  without  signs  of  thyroid 
disturbance.  Use  cautiously  In  patients  with  ulcerative 
colitis  or  gallstones  (biliary  colic  may  be  precipitated). 
Bronchial  asthma  may  occur  In  susceptible  patients. 
Adverse  Reactions:  These  drugs  are  generally  well 
tolerated.  The  most  frequent  adverse  reactions  are 
anorexia,  nausea,  vomiting,  gastric  irritation,  diarrhea, 
constipation,  headache,  dizziness,  weakness,  muscle 
cramps,  nasal  congestion,  drowsiness  and  mental 
depression  .Other  potential  side  effects  include  skin 
rash,  urticaria,  ecchymosis;  hyperglycemia  and 
glycosuria  (diabetics  should  be  checked  regularly), 
hyperuricemia  and  acute  gout,  and  impotence,  with 
chlorthalidone:  restlessness,  transient  myopia;  dysuria, 
orthostatic  hypotension  (may  be  potentiated  by  alcohol, 
barbiturates  or  narcotics),  rare  Idiosyncratic  reactions 
such  as  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  purpura, 
necrotizing  angiitis  and  Lyell's  syndrome  (toxic 
epidermal  necrolysis);  pancreatitis  when  epigastric  pain 
or  unexplained  G . I.  symptoms  develop  after  prolonged 


Continued  on  facing  page 


All  three 
lower 

blood  pressure 


Ser-Ap 


Sj*qpres 


0H 


TM 


one 
a day 


Demi-Regroton 

F^rh  t^hlpf  nrnwiHoc- 


Each  tablet  provides: 
chlorthalidone  USP  25  mg.,  reserpine  USP  0.125  mg. 

Combines  three  important  extra  benefits 


24-hour 

activity 

with  the  most  widely 
prescribed  long-acting 
diuretic 

Brief  Summary  continued 
administration ; other  reactions  reported  with  this  class 
of  compounds  includejaundice,  xanthopsia, 
paresthesia,  and  photosensitization.  With  reserpine: 
angina  pectoris,  bradycardia,  ectopic  cardiac  rhythms 
(especially  with  digitalis):  blurred  vision,  conjunctival 
injection,  uveitis,  optic  atrophy,  glaucoma,  deafness, 
increased  gastric  secretions,  dull  sensorium, 
paradoxical  anxiety,  nightmares,  reversible  paralysis 
agitans  syndrome,  dyspnea,  weight  gain,  dryness  of 

MUST  USV  Laboratories  Inc. 
LABOBATOB/ES  Manati , P.  R . 0070 1 


Low-dosage 

efficacy 

to  reduce  potential  for 
dose-related  side  effects 


mouth,  increased  susceptibility  to  colds,  decreased 
libido,  skin  flushing  and  pruritus.  Dosage:  Should  be 
determined  by  individual  titration.  (See  box  warning.) 
Dosage  of  either  Regroton  or  Demi-Regroton  for  most 
patients  is  one  tablet  once  a day. 

How  Supplied:  Regroton  as  pink,  round,  single-scored 
tablets  in  bottles  of  1 00  and  1 000:  Demi-Regroton  as 
white,  round  tablets,  bottles  of  1 00. 


One-a-day 

dosage 

for  improved  patient 
compliance 


and  when  full-dose 
therapy  is  indicated 

Regroton 

Each  tablet  provides  chlorthalidone  USP  50  mg 
reserpine  USP  0 25  mg. 

See  facing  page  for  Brief  Summary. 


one 
a day 


In  pediatric  infections 


Each  teaspoonful  VHP (5  ml)  contains: 

40  mg  trimethoprim  and  200  mg  sulfamethoxazole 


Suspension  B.I.D 


the  action  is. 


In  acute 
otitis  media 

Septra  Suspension  provides  effec- 
tive antibacterial  action  against 
susceptible  strains  of  H influenzae 
and  S pneumoniae  (D  pneumoniae), 
the  pathogens  most  likely  to  cause 
acute  otitis  media  in  children. 

Septra  Suspension  is  useful  in 
many  patients,  but  especially  in 
those  with  penicillin  allergy  or  with 
infections  caused  by  ampicillin- 
resistant  H influenzae.  Limited  clini- 
cal data  are  presently  available  on 
the  effectiveness  of  treatment  of 
acute  otitis  media  with  Septra  when 
the  infection  is  due  to  H influenzae 
resistant  to  ampicillin.  However,  in 
vitro  data  is  highly  favorable;  when 
over  200  strains  of  ampicillin-resis- 
tant  H influenzae  were  tested,  all 
proved  susceptible  to  TMP/SMX.* 

And  unlike  most  other  antibac- 
terials for  the  treatment  of  acute 
otitis  media,  Septra  Suspension  is 
administered  on  a convenient  b.i.d. 
dosage  schedule.  The  cherry- 
flavored  suspension  is  well 
accepted  by  children. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  recurrent 
urinary  tract 
infections 


Septra  Suspension  provides  effec- 
tive antibacterial  action  in  urine  arid 
blood  against  susceptible  strains  of 
E coM,  Klebsiella-Enterobacter  and 
Proteus.  Whether  the  infection 
centers  in  the  kidneys  or  bladder, 
Septra  Suspension  maintains  effec- 
tive levels  at  the  site  of  the  infection 
with  just  two  doses  a day. 

Adequate  fluid  intake  should  be 
maintained  and  frequent  urinalyses 
with  careful  microscopic  examina- 
tion performed  during  Septra  ther- 
apy. Septra  is  contraindicated  in 
infants  under  two  months  of  age. 

"In  vitro  data  do  not  necessarily  correlate  with  clinical 
results.  Data  on  file,  Burroughs  Wellcome  Co. 

NOTE:  Septra  should  not  be  used  in  the  treatment  of 

streptococcal  pharyngitis. 

Please  see  prescribing  information  on  next  page. 


Septra  Suspension  B.I.D. 

Each  teaspoonful  (5  ml)  contains:  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole 

Septra  DS  B.I.D. 

Each  tablet  contains:  160  mg  trimethoprim  and  800  mg  sulfamethoxazole 


Septra®  DS  Tablets  Double  Strength 
Septra  5 Tablets 
Septra  ® Suspension 

INDICATIONS  AND  USAGE: 

URINARY  TRACT  INFECTIONS:  For  the  treatment  ot  urinary  tract  infections 
due  to  susceptible  strains  of  the  following  organisms:  Escherichia  coli, 
Klebsiella-Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  mor- 
ganii.  It  is  recommended  that  initial  episodes  of  uncomplicated  urinary 
tract  infections  be  treated  with  a single  effective  antibacterial  agent  rather 
than  the  combination. 

NOTE:  Currently,  the  increasing  frequency  of  resistant  organisms  is  a 
limitation  of  the  usefulness  of  all  antibacterial  agents,  especially  in  the 
treatment  of  these  urinary  tract  infections 

ACUTE  OTITIS  MEDIA:  For  the  treatment  of  acute  otitis  media  in  children 
due  to  susceptible  strains  of  Haemophilus  influenzae  or  Streptococcus 
pneumoniae  when  in  the  judgment  of  the  physician  Septra  offers  some 
advantage  over  the  use  of  other  antimicrobial  agents.  Limited  clinical 
information  is  presently  available  on  the  effectiveness  of  treatment  of  otitis 
media  with  Septra  when  the  infection  is  due  to  Haemophilus  influenzae 
resistant  to  ampicillin.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Septra  in  children  under  two  years  of  age.  Septra  is  not 
indicated  for  prophylactic  or  prolonged  administration  in  otitis  media  at 
any  age. 

SHIGELLOSIS  For  the  treatment  of  enteritis  caused  by  susceptible  strains 
of  Shigella  flexnerl  and  Shigella  sonnel  when  antibacterial  therapy  is 
indicated. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS:  For  the  treatment  of  docu- 
mented Pneumocystis  carinii  pneumonitis.  To  date,  this  drug  has  been 
tested  only  in  patients  9 months  to  16  years  of  age  who  were  immunosup- 
pressed  by  cancer  therapy. 

CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides. 
Pregnancy  and  during  the  nursing  period.  Infants  less  than  two  months  of 
age. 

WARNINGS:  SEPTRA  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF 
STREPTOCOCCAL  PHARYNGITIS. 

Clinical  studies  have  documented  that  patients  with  Group  A /3 -hemolytic 
streptococcal  tonsillopharyngitis  have  a greater  incidence  of  bacteriologic 
failure  when  treated  with  Septra  than  do  those  patients  treated  with 
penicillin  as  evidenced  by  failure  to  eradicate  this  organism  from  the 
tonsillopharyngeal  area. 

Deaths  associated  with  administration  of  sulfonamides  have  been  reported 
from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias.  Experience  with  trimethoprim  alone  is  much  more  limited, 
but  occasional  interference  with  hematopoiesis  has  been  reported  as  well 
as  an  increased  incidence  of  thrombopenia  with  purpura  in  elderly  patients 
on  certain  diuretics,  primarily  thiazides. 

Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious 
blood  disorders.  Frequent  CBCs  are  recommended;  therapy  should  be 
discontinued  if  a significant  reduction  in  the  count  of  any  formed  blood 
element  is  noted. 

PRECAUTIONS:  Use  with  caution  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In 
glucose-6-phosphate  dehydrogenase-deficient  individuals,  hemolysis  may 
occur  (frequently  dose-related).  During  therapy,  maintain  adequate  fluid 
intake  and  perform  frequent  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests,  particularly  where  there  is  impaired  renal 
function. 

Since  Septra  may  prolong  prothrombin  time  in  patients  on  warfarin, 
coagulation  time  should  be  reassessed  when  Septra  is  given. 

ADVERSE  REACTIONS:  All  major  reactions  to  sulfonamides  and  trimetho- 
prim are  included,  even  if  not  reported  with  Septra.  Blood  Dyscrasias: 
Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia,  thrombopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypoprothrombinemia  and  methe- 
moglobinemia. Allergic  Reactions:  Erythema  multiforme,  Stevens-Johnson 


syndrome,  generalized  skin  eruptions,  epidermal  necrolysis,  urticaria, 
serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  Reactions:  Glossitis, 
stomatitis,  nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. C N.S.  Reactions:  Headache,  peripheral  neuritis,  mental  depres- 
sion, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  insomnia,  apathy, 
fatigue,  muscle  weakness  and  nervousness.  Miscellaneous  Reactions: 
Drug  fever,  chills,  and  toxic  nephrosis  with  oliguria  and  anuria.  Periarteritis 
nodosa  and  L E.  phenomenon  have  occurred. 

Due  to  certain  chemical  similarities  to  some  goitrogens,  diuretics  (aceta- 
zolamide  and  the  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis  and  hypogly- 
cemia; cross-sensitivity  may  exist  with  these  agents.  In  rats,  long-term 
administration  of  sulfonamides  has  produced  thyroid  malignancies. 
DOSAGE  AND  ADMINISTRATION:  Not  recommended  for  use  in  infants 
less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND 
CHILDREN  AND  ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  The  usual  adult  dosage  for  the  treatment  of  urinary  tract  infections  is 
two  tablets  or  four  teaspoonfuls  (20  ml)  every  12  hours  for  10  to  14  days.  An 
identical  daily  dosage  is  used  for  5 days  in  the  treatment  of  shigellosis. 
Children:  The  recommended  dose  for  children  with  urinary  tract  infections 
or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethox- 
azole per  24  hours,  given  in  two  divided  doses  every  12  hours  for  10  days.  An 
identical  daily  dosage  is  used  for  5 days  in  the  treatment  of  shigellosis.  The 
following  table  is  a guideline  for  the  attainment  of  this  dosage  using  Septra 
Tablets  or  Suspension. 


Children:  Two  months  of  age  or  older: 


Weight 

Dose  —every  12  hours 

lb 

kg 

Teaspoonfuls 

Tablets 

22 

10 

1 ( 5 ml) 

'h 

44 

20 

2 (10  ml) 

1 

66 

30 

3 (15  ml) 

1 Vi 

88 

40 

4 (20  ml) 

2 (or  1 DS  tablet) 

For  patients  with  renal  impairment: 


Creatinine  Clearance 

Recommended 

(ml  /min) 

Dosage  Regimen 

Above  30 

Usual  Standard  Regimen 

Half  of  the  usual 

15-30 

dosage  regimen 

Below  1 5 

Use  Not  Recommended 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

The  recommended  dosage  for  patients  with  documented  Pneumocystis 
carinii  pneumonitis  is  20  mg/ kg  trimethoprim  and  100  mg/ kg  sulfamethox- 
azole per  24  hours  given  in  equally  divided  doses  every  6 hours  for  14  days. 
The  following  table  is  a guideline  for  the  attainment  of  this  dosage  in 
children. 


Weight 

Dose  —every  6 hours 

lb 

kg 

Teaspoonfuls 

Tablets 

18 

8 

1 ( 5 ml) 

V? 

35 

16 

2 (10  ml) 

1 

53 

24 

3 (15  ml) 

1 Vi 

70 

32 

4 (20  ml) 

2 (or  1 DS  tablet) 

HOW  SUPPLIED:  TABLETS,  containing  80  mg  trimethoprim  and  400  mg 
sulfamethoxazole— bottles  of  40, 100, 500  and  1000  tablets;  unit  dose  pack 
of  100. 

ORAL  SUSPENSION,  containing  the  equivalent  of  40  mg  trimethoprim  and 
200  mg  sulfamethoxazole  in  each  teaspoonful  (5  ml),  cherry  flavored— bot- 
tle of  450  ml  Also  available  in  double  strength,  oval-shaped,  pink,  scored 
tablets  containing  160  mg  trimethoprim  and  800  mg  sulfameth- 
oxazole—Compliance™  Pak  of  20,  bottle  of  60  and  unit  dose  pack  of  100 
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RADIATION  INDUCED  LIVER  DAMAGE 
IN  THE  DOG 

Moscol,  JA,  MD,  Marcial,  V.  A.,  MD,  Santiago  Delpín,  E.,  MD, 
Lanaro,  A.  E.,  MD,  Velázquez,  J.,  MD,  and  Gómez,  C.,  DVM, 
Radiotherapy  Department,  University  District  Hospital  and 
UPR  School  of  Medicine,  San  Juan  Puerto  Rico. 

With  the  aim  of  reducing  the  incidence  and  morbi- 
tidy  of  radiation  liver  damage  in  humans,  a project  has 
been  conducted  in  dogs.  One  hundred  dogs  have  been 
screened  of  which  57  were  chosen  for  quarantine,  vacci- 
nation, parasite  treatment,  and  surgical  exploration 
with  liver  biopsy.  A total  of  37  dogs  were  irradiated 
to  the  liver  with  various  doses  and  volumes.  This  re- 
port will  present  the  clinical  histopathological,  bioche- 
mical, and  liver  scan  evidences  of  radiation  liver  damage. 
The  mortality  related  to  dose  will  be  presented. 


ACUTE  PROMYELOCYTIC  LEUKEMIA  (AP 
ML)  - HISTOCHEMICAL  CHARACTERIZE 
TION,  CLINICAL  PRESENTATION  AND  EVA 
LUATION  OF  30  PATIENTS 

J.  Figueroa-Casas,  MD,  J.  Fradera,  BS,  MT,  E.  Vélez  -Garcia, 
MD,  and  J.  Corcino,  MD  - Hematology-Medical  Oncology  Sec- 
tion, University  District  Hospital,  UPR  School  of  Medicine. 

APML  is  a well  recognized  variant  of  acute  mye- 
logenous leukemia  (AML).  It  is  characterzied  by  an 
aggressive  clinical  behavior  and  presentation  with  mar- 
ked bleeding  manifestations  and  usually  short  survi- 
val without  response  to  therapy.  The  diagnosis  is  based 
on  the  morphologic  identification  of  hypergranular 
promyelocytes  associated  with  typical  histochemistry 
and  laboratory  findings  compatible  with  disseminated 
intravascular  coagulation  (DIC).  We  have  observed 
46  such  cases  over  the  past  10  yrs.  30  of  these  have 
been  studied  and  form  the  basis  of  this  report.  The 
M:F  ratio  is  1:1;  ages  range  from  14-61.  Treatment 
has  been  variable  and  included  a variety  of  regimens 
which  will  be  presented.  The  typical  clinical  features 


and  histochemical  profile  will  be  reviewed.  Survival 
ranged  from  1-730  days  with  a median  of  20  days. 
Only  4 complete  remissions  were  obtained  lasting  a 
mean  of  19  months.  The  immediate  cause  of  death 
was  associated  with  bleeding  in  18  patients  and  with 
sepsis  in  6;  other  factors  such  as  different  modalities 
of  supportive  treatment  and  incidence  of  this  mor- 
phologic subtype  in  our  patient  population  will  be 
presented.  The  methods  for  early  recognition  of  this 
morphologic  variant  of  AML  through  its  typical  mor- 
phologic and  histochemical  characteristics  will  be 
stressed  since  management  and  survival  critically  de- 
pend on  its  prompt  recognition. 


THE  ROLE  OF  RADIATION  THERAPY 
IN  THE  MANAGEMENT  OF  CARCINOMA 
OF  THE  ENDOMETRIUM 

Ubiñas,  J.,  MD,  Tomé,  J.  M.,  MD  and  Marcial,  V.  A.,  MD. 
Radiotherapy  Institute,  Metropolitan  Hospital  and  UPR  School 
of  Medicine,  San  Juan,  Puerto  Rico. 

Carcinoma  of  the  endometrium  is  a condition 
of  growing  importance  in  Puerto  Rican  women  in  view 
of  the  observed  reduction  in  the  incidence  of  invasive 
carcinoma  of  the  uterine  cervix. 

Radiation  therapy  serves  as  an  adjuvant  to  surgery 
or  as  the  only  treatment  of  inoperable  cases. 

This  presentation  will  define  the  role  of  irradia- 
tion preoperatively  or  postoperatively.  The  different 
techniques  of  therapy  will  be  discussed.  Clinical  results 
obtained  at  the  Radiotherapy  Institute  of  the  Metro- 
politan Hospital  will  be  presented. 


A RANDOMIZED  TRIAL  OF  METHOTREXA 
TE  WITH  OR  WITHOUT  CITROVORUM 
FACTOR  IN  SQUAMOUS  CELL  CARCINOMA 
OF  THE  HEAD  AND  NECK  AND  ADENO 
CARCINOMA  OF  THE  BREAST  AND  COLON 

E.  Vélez-García,  MD,  W.  R.  Vogler,  MD,  J.  Jacobs,  MD,  and  S. 
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Moffitt,  MD,  Department  of  Medicine,  Hematology  Section, 
UPR  School  of  Medicine,  San  Juan,  Puerto  Rico  and  Emory 
University  Hospital,  Cancer  Center,  Atlanta,  Georgia. 


A randomized  clinical  trial  of  three  different 
schedules  of  methotrexate  administration  was  con- 
ducted in  281  patients  with  advanced  squamous  cell 
carcinoma  of  the  head  and  neck,  and  adenocarr  ino- 
ma  of  breast  and  colon.  Methotrexate  was  adminis- 
tered once  weekly  according  to  the  following  regi- 
mens: A)  125  mg/M“  by  mouth  every  6 hours  for 
4 doses  followed  by  citrovorum  factor,  5 mg  every 
6 hours  for  6 to  12  doses  beginning  36  hours  after 
the  first  dose  of  methotrexate,  B)  15  mg/M“  by  mou- 
th every  6 hours  for  4 doses,  or  C)  60mg/M  intra- 
venously as  a single  dose.  Course  were  continued 
weekly  unless  hematologic  or  oral  toxicity  occurred. 
Patients  were  evaluated  at  the  end  of  12  weeks.  Dose 
escalations  were  permitted  every  4 weeks  if  neither 
toxicity  nor  tumor  regression  occurred.  Responses 
were  seen  in  21  percent  of  patients  treated  on  Regimen 
A (27  percent  head  and  neck,  17  percent  breast,  12 
percent  colon),  20  percent  on  Regimen  B (27  percent 
head  and  neck,  20  percent  breast  and  7 percent  colon) 
and  26  percent  on  Regimen  C (34  percent  head  and 
neck,  28  percent  breast  and  7 percent  colon).  None 
of  these  schedules  was  significantly  different.  There 
was  no  difference  among  the  schedules  in  median 
duration  of  response  (6.3  months  on  Regimen  A,  5.8 
months  on  Regimen  B and  5.4  months  on  Regimen 
C)  or  survival.  Hematologic  toxicity  was  less  on  Re- 
gimen B and  similar  on  Regimens  A and  C. 

These  results  indicate  that  no  therapeutic  ad- 
vantage is  gained  by  weekly  administration  of  higher 
doses  of  methotrexate  followed  by  citrovorum  fac- 
tor. when  compared  to  lower  doses  of  methotrexate 
given  on  the  same  schedule. 


PEYRONIES  DISEASE 

Tomé,  J.  M.,  MD,  Marcial,  V.  A.,  MD,  Ubiñas,  J.,  MD,  Ferrer, 
J.  L.  and  Nieves-Valle,  L.  Radiotherapy  Institute,  Metropo- 
litan Hospital  and  UPR  School  of  Medicine,  San  Juan,  Puerto 
Rico. 


Peyronies  disease  is  a condition  of  the  penis 
characterized  by  fibrotic  placques  in  the  spingro-vas- 
cular  parts.  Patients  complain  of  pain,  and/or  devia- 
tion of  the  penis  during  erection  and  coitus.  Irradia- 
tion has  been  utilized  as  a therapeutic  modality  of 
this  non-neoplastic  condition.  The  results  obtained 
in  a group  of  patients  from  the  Radiotherapy  Institute 
of  the  Metropolitan  Hospital  will  be  presented. 


USEFULNESS  OF  CYTOCHEMICAL  STU 
DIES  IN  THE  CLASSIFICATION  OF  THE 
ACUTE  LEUKEMIA 


Jean  Fradera,  BSMT,  Enrique  Vélez-Garcia,  MD,  José  J.  Cor- 
cino, MD,  Ileana  López,  BSMT,  Department  of  Medicine,  He- 
matology Section,  UPR  School  of  Medicine,  San  Juan,  Puerto 
Rico. 


The  classification  of  the  acute  leukemias  into 
their  specific  morphologic  types  or  subtypes  is  cur- 
rently, more  than  ever,  a challenge  to  the  hematolo- 
gist since  it  has  significant  relevance  in  the  choice 
of  the  chemotherapeutic  regimen.  Routine  Wright 
stains  of  the  peripheral  blood  and  bone  marrow 
smears  and  the  performance  of  cytochemical  studies 
such  as  the  peroxidase,  myeloperoxidase  and  periodic 
acid  Schiff  (PAS)  stains  have  been  standard  methods 
for  the  diagnosis  and  classification  of  the  acute  leuke- 
mias for  many  years.  Recently  different  investigators 
have  demonstrated  the  usefulness  of  other  cytochemi- 
cal stains  such  as  the  non-specific  esterase  (NSE)  with 
and  without  fluoride,  the  chloroacetate  esterase  (CAE) 
and  the  acid  phosphatase  stain  (AP),  in  the  character- 
ization of  the  subtypes  of  both  acute  lymphoblastic 
(ALL)  and  non-lymphoblastic  leukemia.  During  the 
past  2 1/2  years  we  have  studied  128  cases  of  acute 
leukemias  and  related  disorders.  Fifty  seven  acute 
lymphocytic,  28  acute  myelogenous,  17  acute  mye- 
lomonocytic,  16  acute  promyelocytic  and  2 ery- 
throleukemias.  Wright  stain,  Sudan  black,  PAS,  NSE 
with  and  without  fluoride  and  CAE  were  performed 
in  the  bone  marrow  and  peripheral  blood  smears  in 
most  of  the  cases.  We  shall  present  the  characteristic 
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patterns  obtained  for  each  of  the  different  subtypes 
studied  as  well  as  observations  which  to  our  know- 
ledge, have  not  been  documented  in  the  literature 
regarding  the  interpretation  of  some  of  these  cyto- 
chemical  stains. 


CIS  PLATINUM  BLEOMYCIN  COMBINED  WI 
TH  RADIATION  IN  THE  TREATMENT 
OF  HEAD  AND  NECK  CARCINOMA  PHA 
SE  II  STUDY 

Figueroa,  NR,  MD,  Cintrón,  J.,  MD,  Vélez-García,  E.,  MD, 
Marcial,  V.  A.,  MD,  and  Glick,  J.  MD  - UPR  School  of  Me- 
dicine, San  Juan,  Puerto  Rico. 


Advanced  carcinomas  of  the  head  and  neck  has 
limited  curability.  Surgery,  radiation  and  the  combina- 
tion of  these  modalities  control  the  tumor  in  the  head 
and  neck  in  approximately  50  percent  of  the  cases. 

With  the  aim  of  increasing  the  tumor  control 
in  the  head  and  neck,  various  combinations  of  chemo- 
therapy and  radiation  are  being  investigated.  The 
most  promising  drug  is  Cis-Platinum. 

This  report  relates  to  24  patients  entered  into 
a Phase  II  study  of  the  Radiation  Therapy  Oncology 
Group  which  evaluates  the  combination  of  Cis-Plati- 
num-Bleomycin  with  radiation  therapy  in  advanced 
inoperable  carcinomas  of  the  head  and  neck.  The 
results  will  be  presented  in  terms  of:  drug  toxicity, 
radiotherapy  complications,  tumor  response  to  the 
drug  and  to  irradiation,  and  conversion  into  operable 
stage. 


RADIATION  THERAPY  FOR  CARCINOMA 
OF  THE  PROSTATE  LIMITED  TO  THE 
PELVIS 

Marcial,  V.  A.,  MD,  Tomé,  J.  M.,  MD  and  Ubiñas,  J.,  MD. 
Radiotherapy  Institute,  Metropolitan  Hospital  and  UPR  School 
of  Medicine,  San  Juan,  Puerto  Rico. 


Carcinoma  of  the  prostate  has  become  the  most 
important  form  of  cancer  in  the  Puerto  Rican  male. 
Because  of  the  extensiveness  of  the  disease  at  the  time 
of  diagnosis,  few  patients  are  candidates  for  a surgical 
procedure.  Irradiation  is  an  acceptable  therapeutic 
modality  in  cases  with  the  tumor  confined  to  the  pelvis. 

The  various  irradiation  techniques  will  be  dis- 
cussed and  the  clinical  results,  in  terms  of  tumor  free 
status  in  the  pelvis,  in  140  patients  from  the  Radio- 
therapy Institute  of  the  Metropolitan  Hospital,  will 
be  presented. 


MISONIDAZOLE  AS  A SENSITIZER  OF  RA 
DIATION  IN  HEAD  AND  NECK  AND  ESO 
PHAGEAL  CARCINOMAS 

Ydrach,  A.,  MD  and  Marcial,  V.  A.,  MD,  Radiotherapy  De- 
partment, University  District  Hospital  and  UPR  School  of 
Medicine,  San  Juan,  Puerto  Rico 

Hypoxia  results  in  relative  protection  of  tumor 
cells  from  the  lethal  effects  of  radiation.  Most  human 
tumors  have  a significant  hypoxic  cell  population;  as 
a consequence  the  radiocurability  is  diminished,  unless 
high  doses  of  radiation  are  administered.  Unfortuna- 
tely, normal  tissue  tolerance  limits  the  use  of  radiation 
doses  adequate  to  overcome  the  effects  of  hypoxia. 

Various  techniques  have  been  investigated  to 
try  to  overcome  the  effect  of  hypoxia.  Among  these: 
the  administration  of  oxygen  combined  with  CO9 
(carbogen),  hyperbaric  oxygenation,  neutron  therapy, 
and  electron  affinic  compounds.  In  the  latter  group 
we  have  misonidazole,  a drug  chemically  related  to 
flagyl,  which  has  shown,  in  experimental  animal  tu- 
mors, enhancement  of  tumoricidal  effect  by  radia- 
tion. 

This  presentation  will  review  the  evidence  avail- 
able and  the  early  results  in  the  treatment  of  head  and 
neck,  and  esophageal  carcinoma. 

AMIKACIN  SULFATE  LEVELS  IN  HUMAN 
BILE 
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R.  H.  Bermudez,  MD,  A.  Lugo,  MD,  J.  Morales,  MD,  J.  H. 
Amadeo,  MD,  and  C.  H.Ramírez-Ronda,  MD  - VAH  and  UPR 
School  of  Medicine,  San  Juan,  Puerto  Rico 


Antibiotic  levels  achieved  in  human  bile  are  of 
therapeutic  and  pharmacokinetic  significance.  The  ob- 
jective of  this  study  was  to  evaluate  the  penetration 
of  amikacin  into  bile.  Amikacin  in  bile  and  serum  was 
measured  by  radioimmunoassay  in  ten  patients  (PTS) 
who  underwent  cholecystectomy  and  t-tube  drainage. 
Every  PT  received  500  mg  amikacin  12  hrs  pre-opera- 
tively,  during  surgery  (immediately  after  bile  was  ob- 
tained from  common  duct),  and  every  12  hrs  for  four 
doses.  Serum  and  bile  were  collected  postoperatively 
at  1,  2,  6 and  12  hrs  after  every  IV  dose  of  500  mg  ami- 
kacin administered  in  30  minutes.  Amikacin  bile  levels 
of  8.3  ug/ml  were  measured  1 hr  after  the  intraoperative 
dose  with  a bile/serum  ratio  (BSR)  of  0.44.  Amikacin 
dosages  after  postoperative  doses  administered  every  12 
hrs  produced  serum  levels  at  1 hr  of  13.4-24.6  ug/ml 
with  bile  levels  of  4.1-9.4  ug/ml  and  BSR  of  0.2  to  0.69. 
Amikacin  levels  in  serum  decreased  at  2 hrs  (12-14  ug/ 
ml),  6 hrs  (4-6  ug/ml,  and  12  hrs  (1.3-2. 2 ug/ml)  while 
bile  levels  decreased  at  a lower  rate  2 hrs  (6-9  ug/ml),  6 
hrs  (1.2-3. 7 ug/ml)  and  12  hrs  (0.95-1.5  ug/ml),  and  the 
BSR  increased,  2 hrs  (0.55),  6 hrs  (0.84),  and  12  hrs 
(0.93).  There  was  accumulation  of  amikacin  in  bile  6 
hrs  after  IV  dose.  Amikacin  penetrates  the  bile  in  con- 
centrations that  range  from  4. 1-9.4  ug/ml. 


COMPARATIVE  IN  VITRO  ACTIVITY  OF 
ORAL  CEPHALOSPORIN  (CPS) 

P..  Harringtonm  MD,  M.  Nevárez,  BSMT,  Z.  Echevarría,  BSMT, 
R.  H.  Bermudez,  MD  and  C.  H.  Ramirez-Ronda,  MD,  Depts.  of 
Medicine  and  Research,  VAH  and  UPR  School  of  Medicine,  San 
Juan,  Puerto  Rico. 

The  in  vitro  susceptibility  of  450  strains  of  bac- 
teria isolated  from  clinical  specimens  was  compared 
to  cephalexin  (CLX),  cephradine  (CPD)  and  cefaclor 
(CC).  The  strains  used  included  50  each  of  S.  aureus 
(SA),  S.  epidermidis  (SE),  E.  Coli  (EC),  Enterobacter 


(EB),  Klebsiella  (K),  Salmonella  (SL),  Citrobacter 
(CB),  Serratia  (SR),  and  Proteus  (PR).  The  studies 
were  performed  in  Muller  Hinton  Broth  utilizing  the 
broth  microdilution  system  with  a Dynatech  MIC- 
2000  system.  All  determinations  were  carried  out 
with  fresh  reconstituted  strains,  simultaneously  and  the 
cumulative  percent  susceptibility  (CPS)  calculated. 
A serum  concentration  easily  achieved  with  a 500  mg 
dose  of  the  above  CPS  is  16  to  35  ug/ml.  The  activity 
of  the  3 CPS  for  5.  aureus  and  S.  epidermidis  is  simi- 
lar, a CPS  of  100  at  0.5  ug/ml.  The  activity  at  achiev- 
able serum  concentrations  of  the  3 CPS  against  Kleb- 
siella was  similar.  All  3 CPS  were  active  against  Sal- 
monella and  CC  was  the  least  active.  For  Citrobacter, 
the  most  active  agent  was  CC  and  for  Proteus,  the  acti- 
vity' of  the  3 compounds  was  similar.  None  of  the 
studied  CPS  was  active  against  Serratia.  The  in  vitro 
comparative  activity  of  the  oral  CPS  demonstrates 
similar  degrees  of  activity  for  5.  aureus,  S.  epidermi- 
dis, and  Proteus;  no  activity  for  Enterobacter  and  Serra- 
tia. The  new  CPS  CC  is  more  active  for  E.  coli,  Citro- 
bacter and  less  active  for  Salmonella.  The  choice  de- 
pends on  the  susceptibility  patterns  at  your  institution 
and  the  cost  to  the  patient. 


EXPERIENCES  WITH  MALIGNANT  EXTER 
NAL  OTITIS  - A NEW  COMPLICATION 
OF  DIABETES  MELLITUS 

Toledo  Velia,  MD  (Associate),  Vicens  Enrique,  MD  and  Ro- 
dríguez, Ismael,  MD  (Member)  - The  Medicine  and  ENT  Depart- 
ments, Damas  Hospital,  Ponce,  Puerto  Rico. 

Malignant  External  Otitis  is  a severe  infection 
which  occurs  in  the  elderly  diabetic  patient.  It  results 
in  unremitting  pain,  purulent  discharge  and  tends  to 
invade  cartilage,  bone,  nerves  and  adjacent  soft  tissues. 
The  causative  agent  is  almost  uniformly  Pseudomona 
aeruginosa.  It  may  be  responsible  for  cranial  nerves 
palsies,  meningitis  and  death. 

Our  series  consist  of  14  patients  with  Malignant 
External  Otitis.  In  12  of  them  Diabetis  Mellitus  prece- 
ded the  onset  of  this  complication,  in  2 patients  were 
on  dietary  therapy  alone,  three  were  using  oral  agents; 
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seven  were  on  Insulin  therapy  and  two  were  in  com- 
bination therapy.  Psuedomona  aeruginosa  wss  cul- 
tured in  thirteen  patients  and  Citrobacter  Diversus 
was  cultured  in  one. 

Systemic  broad  spectrum  antibiotics  were  ad- 
ministered to  all  of  the  patients.  Twelve  patients  re- 
quired some  type  of  surgical  treatment  (debridment, 
drainage,  radical  surgery)  while  one  refused  surgery 
and  one  had  a biopsy  only  for  diagnostic  purposes. 

Among  the  complications  found,  there  were 
five  patients  who  showed  neurological  involvement 
such  as  cranial  nerve  palsies  (VII,  VIII,  IX,  X,  XI) 
either  alone  or  in  combination;  meningitis  and  brain 
abscess  in  one,  mastoiditis  in  four  patients. 

There  were  three  deaths  as  a result  of  the  di- 
sease (21.5  percent),  eight  patients  are  alive  and  free 
of  disease,  and  in  three  patients  the  status  is  unknown. 


GENTAMICIN  RESISTANCE  OF  GRAM  NE 

GATIVE  BACILLI  (GNB)  - A STUDY  OF  498 
STRAINS 

J.  Morales,  MD,  R.  H.  Bermudez,  MD,  and  C.  H.  Ramírez  Ronda, 
MD  - Depts.  of  Research  and  Medicine,  VAH  and  UPR  School 
of  Medicine,  San  Juan,  Puerto  Rico. 


The  in  vitro  susceptibility  to  gentamicin  (GM),  of 
498  strains  of  GNB  isolated  from  clinical  specimens 
including  170  E.  coli  (EC),  108  K.  pneumoniae  (KP), 
41  Enterobacter  (EB),  43  Proteus  (P),  25  Serraba  (S), 
8 Providencia  (PV),  91  Pseudomonas  (PS)  and  12  Ci- 
trobacter (CB)  was  determined  by  the  broth  micro- 
dilution method,  using  Muller  Hinton  broth  with  ad- 
justed Ca  4.98  mg/100  ml  and  Mg  1.92  mg/100  ml, 
and  Dynatech  MIC  2000  System.  The  in  vitro  sus- 
ceptibility of  GM  resistant  strains  (GMR)  was  deter- 
mined to  tobramycin  (TB),  amikacin  (AK),  sisomycin 
(SS)  and  netilmicin  (NT).  Eighteen  percent  of  the 
studied  strains  were  GMR;  resistance  was  higher  (21 
percent)  for  urinary  strains  than  for  bacteremic  strains. 
GMR  varied  for  each  individual  species:  for  EC-4  per- 
cent; KP-31  percent,  EB-22  percent,  P-26  percent, 
S-60°/o,  PV-50  percent,  PS-11  percent  and  CB- 


25  percent.  GMR  was  higher  in  nosocomialstrains, 
blood  nosocomial  21.8  percent  vs  blood  community 
4 percent;  urinary  nosocomial  j0.3  percent  vs.  uri- 
nary strains  in  the  presence  of  a bladder  catheter,  43 
percent  vs  6 percent.  None  of  the  GM  susceptible 
strains  were  resistant  to  other  AGS.  Most  GMR  strains 
were  resistant  to  GM  concentration  of  40-150  ug/ml. 
The  susceptibility  of  GMR  strains  was  a§  follows: 
95  percent  were  susceptible  to  AK,  77  percent  to  NT, 
41  percent  toTB  and  38  percent  to  SS. 


PREVALENCE  OF  HUMAN  SCHISTOSOMIA 
SIS  MANSONI  IN  PUERTO  RICO:  A LIMI 
TED  PREVALENCE  SURVEY 

G.  V.  Hillyer,  Ph.D,  R.  Lluberes,  BSMT,  and  C.  H.  Ramirez 
Ronda,  MD  - Lab.  of  Parasite  Immunology,  Dept,  of  Biology, 
UPR,  and  Depts.  of  Research  & Med.,  VAH  and  UPR  School 
of  Medicine,  San  Juan,  Puerto  Rico. 

One  hundred  and  ninety  five  serum  samples  (82 
males,  114  females)  were  obtained  at  the  Annual  Health 
Fair  held  in  the  San  Juan  Coliseum  in  1977.  The  serum 
samples  were  obtained  from  individuals  living  in  19 
cities  and  towns,  although  the  majority  came  from  4 
areas  near  metropolitan  San  Juan  (Río  Piedras,  San 
Juan,  Carolina,  and  Bayamón).  All  of  the  serum  sam- 
ples were  tested  two  or  more  times  for  antibodies 
to  fresh  Schistosoma  mansoni  eggs  by  the  circumoval 
precipitin  (COP)  test.  The  COP  test  was  used  because 
it  has  been  shown  to  have  the  greatest  diagnostic  sen- 
sitivity and  specificity  of  9 serologic  tests  used  for  the 
serodiagnosis  of  schistosomiasis  and  has  been  more 
accurate  in  detecting  infections  than  a single,  sensi- 
tive stool  examination.  Thus,  results  With  the 

COP  test,  properly  done,  could  serve  as  a useful  tool 
in  seroepidemiological  studies  for  the  prevalence  of 
schistosomiasis.  Of  all  serum  samples  tested,  13.8 
percent  were  positive  by  the  COP  test  (14.6  percent 
males,  13.2  percent  females).  Most  (92.6  percent) 
of  the  reactions  were  blebs,  suggesting  low  levels  anti- 
body and  probably  lightly  infected  individuals.  We 
were  surprised  to  observe  that  of  116  samples  collec- 
ted from  residents  in  San  Juan  and  Río  Piedras,  19 
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(=16.4  percent)  were  positive  by  the  COP  test.  These 
results  suggest  that  the  prevalence  of  schistosomiasis 
mansoni  in  Puerto  Rico  may  be  higher  than  present 
estimates  and  warrant  a more  thorough  island-wide 
survey  by  the  local  health  authorities. 


TOXOPLASMA  ANTIBODIES  IN  CHRONIC 
RENAL  PATIENTS 

S.  Aldarondo,  MD,  H.  Gorbea,  MD,  M.  Medina,  MS,  R.  Ra- 
mirez, MD,  and  C.  H.  Ramírez  Ronda,  MD  - Research,  Medi- 
cine and  Laboratory  Services,  VAH  and  UPR  School  of  Medi- 
cine, San  Juan  Puerto  Rico 

Chronic  renal  patients  (PTS)  are  immunosup- 
pressed  subjects  that  frequently  develop  fever  with  an 
unclear  etiology.  A titer  > 256  of  toxoplasma  antibo- 
dies is  considered  a sign  of  active  infection.  A study 
was  designed  to  determine  the  toxoplasma  antibodies 
in  a group  of  95  PTS  with  chronic  renal  disease  and 
to  compare  these  antibodies  to  a control  population. 
Male  VA  PTS  on  chronic  hemodyalisis  were  utilized 
and  serial  toxoplasma  antibodies  determined  by  the 
indirect  fluorescent  antibody  technique.  Forty  per- 
cent (38/95)  showed  negative  titers,  3/95  titers  1:16, 
21/95  titers  1:64,  19/95  titers  1:256  and  14/95  titers 
>1:1024,  the  57  subjects  with  positive  titers,  33  had 
serial  determinations  and  in  8/33,  the  titers  rose  while 
in  7/33  the  titers  decreased.  When  compared  to  a ran- 
domly selected  Puerto  Rican  population  (control),  it 
was  found  that  62  percent  of  the  male  control  group 
and  60  percent  of  the  studied  subjects  had  positive 
titers.  In  the  control  group  9/31  or  29  percent  had 
titers  > 1:256,  in  the  studied  subjects  it  was  35  per- 
cent (33/95).  Of  significance  is  that  14/95  or  14.7 
percent  of  studied  subjects  had  titers  of  1:1024  or 
greater  while  only  1/31  or  0.3  percent  of  the  controls. 
The  percentage  of  chronic  hemodyalisis  PTS  with 
toxoplasma  antibody  titers  > 1:1024  is  higher  than 
in  the  controls.  The  significance  of  an  isolated  toxo- 
plasma antibody  titer  of  > 1:1024  in  an  asympto- 
matic chronic  hemodialysis  PT  is  unclear;  it  may  be  a 
reflection  of  alterations  in  cell  mediated  immunity 
or  persistance  of  antibody  and  humoral  immunity. 


In  a chronic  hemodialysis  PT  with  high  toxoplasma 
titers  and  fever,  or  with  serially  increasing  titers  con- 
sideration for  treatment  should  be  given. 


IN  VITRO  ACTIVITY  OF  COMPOUND  LY- 
127935:  COMPARISON  WITH  CEPHALOS- 
PORINS (CPS)  AND  AMINOGLYCOSIDES 
(AGS) 

C.  H.  Ramírez  Ronda,  MD,  M.  Nevárez,  BSMT,  Z.  Echevarria, 
BSMT  and  R.  H.Bermúdez,  MD  - VAH  and  UPR  School  of 
Medicine,  San  Juan,  Puerto  Rico. 

Compound  LY 127935  (CLY),  a new  /3-lactam 
antibacterial  agent  (a  disodium  salt  of  carboxylic  acid) 
was  compared  in  vitro  with  cephalothin,  cefazolin, 
cephradine,  cefamandole,  cefoxitin,  gentamicin,  to- 
bramycin and  amikacin,  against  367  bacteremic  cli- 
nical isolates.  The  strains  studied  included  50  each 
of  S.  aureus  (SA),  S.  epidermidis  (SE),  E.  coli  (EC), 
Klebsiella  (K),  and  25  Group  A Streptococci  (GAS), 
26  Enterobacter  (EB),  29  Pseudomonas  (PS),  22  Sal- 
monella (S),  10  Citrobacter  (CB),  22  Serratia  (SE), 
and  33  Proteus  (PR).  The  MIC’s  were  determined 
using  the  broth  microdilution  method  utilizing  the 
Dynatech  MIC-2000  Systems.  All  strains  were  kept 
lyophilized  and  reconstituted  fresh,  susceptibilities 
were  determined  simultaneously.  CLY  was  more  ac- 
tive than  the  CPS  and  AGS  studied  against  EC  (100- 
0.25),  K (100-1.0),  EB  (100.0.25),  S (100-0.125), 
CB  (100-0.50),  SE  (100-0.50),  and  PR  (100-0.50). 
For  PS,  the  AGS  were  more  active  and  CLY  at  16 
ug/ml  inhibited  61  percent  of  the  studied  strains.  CLY 
was  less  active  against  SA,  SE  and  GAS  than  the  stu- 
died CPS.  The  in  vitro  activity  of  CLY  shows  excellent 
antibacterial  activity  against  all  GNB,  including  those 
resistant  to  the  studied  CPS  and  AGS  with  exception 
of  PS. 


INFECCION  POR  TUBERCULOUS  EN  LOS 
ESTUDIANTES  DE  MEDICINA 

José  E.  Sifontes,  MD  - Departamento  de  Pediatría,  UPR  Es- 
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cuela  de  Medicina,  Recinto  de  Ciencias  Médicas,  San  Juan, 
Puerto  Rico. 


El  propósito  del  trabajo  es  comparar  la  preva- 
lencia de  infección  por  tuberculosis  entre  los  estudian- 
tes de  medicina  de  la  Universidad  de  Puerto  Rico  del 
1964  con  la  de  15  años  después  en  el  1979  y especular 
sobre  el  significado  de  los  cambios  encontrados.  El 
estudio  se  hizo  empleando  el  derivado  proteico  puri- 
ficado en  dosis  intermedia  de  5 unidades  mediante 
un  método  estandarizado  y descrito  previamente.  Reac- 
ciones de  10  milímetros  o más  fueron  consideradas 
positivas  y se  interpretaron  como  evidencia  de  infec- 
ción por  Mycobacterium  tuberculosis. 

Se  encontró  que  la  prevalencia  de  infección 
en  el  1964  fue  de  37  por  ciento  y que  ésta  disminuyó 
a 5 por  ciento  en  el  1979. 

Se  concluye  que  la  infección  por  tuberculosis 
ha  disminuido  considerablemente  en  los  últimos  15 
años.  Los  médicos  están  en  alto  riesgo  de  adquirir 
tuberculosis  al  atender  pacientes  que  pueden  tener 
la  enfermedad  y que  no  se  han  diagnosticado.  La 
prueba  de  la  tuberculina  cada  6 a 12  meses  debe  ser 
parte  de  el  cuidado  de  la  salud  de  los  profesionales 
médicos  que  no  han  tenido  la  infección  tuberculosa, 
con  miras  a emplear  el  tratamiento  preventivo  con 
isoniacida  si  adquieren  la  infección. 


DISK  SUSCEPTIBILITY  PATTERNS  OF  CLI 
NICAL  ISOLATES  AT  VAH  DURING  1978 

M.  A.  Medina,  MS,  R.H.  Bermudez,  MD  and  C.  H.  Ramirez 
Ronda,  MD  — VA  Hospital  and  UPR  School  of  Medicine, 
San  Juan,  Puerto  Rico. 

During  1978  a total  of  3077  bacterial  isolates 
were  obtained  from  clinical  specimens  at  our  institu- 
tion. Susceptibility  was  determined  by  disk  utilizing 
the  Kirby-Bauer  method.  The  susceptibility  of  each 
strain  to  8 to  10  antibiotics  was  determined.  The 
most  frequent  isolate  was  E.  coli,  675,  followed  by 
K.  pneumoniae,  243  and  Enterococci,  203.  A total 


of  2361  GNB  were  isolated.  The  susceptibility  of 
E.  coli  to  the  commonly  used  antibiotics  varied:  56 
percent  was  susceptible  to  ampicillin  (AM),  92  per- 
cent to  trimethropin  sulfa  (TS),  93  percent  to  genta- 
micin (GM),  80  percent  to  cephalothin  (C)  and  61 
percent  to  tetracycline  (TCN).  S.  aureus  was  suscep- 
tible to  methicillin  (ME)  (94  percent)  and  12.  percent 
susceptible  to  AM.  S.  epidermidis  was  most  suscep- 
tible to  C,  87  percent,  while  susceptibility  to  ME  was 
69  percent.  P.  aeruginosa  was  about  equally  suscep- 
tible to  the  3 aminoglycosides.  The  disk  data  on  this 
study  does  not  correlate  with  microdilution  studies 
where’s  amikacin  was  shown  to  be  more  active;  this 
discrepancy  is  probably  related  to  variations  in  the 
Ca++  and  Mg++  in  the  agar  utilized  in  the  disk  me- 
thod, to  deterioration  of  the  disks,  or  to  difficulties 
in  interpretation  of  disk  inhibitory  zones  for  amika- 
cin as  has  been  shown  in  other  laboratories.  The  sus- 
ceptibility of  a group  of  bacteria  to  a given  antibio- 
tic varied  from  month  to  month;  for  example,  S.  au- 
reus susceptibility  to  ME  ranged  from  100  percent 
in  January  to  74  percent  in  March.  Every  hospital 
laborator)  must  determine  the  susceptibility  patterns 
of  the  bacteria  isolated,  since  they  serve  as  a guide  on 
empirical  choice  of  antibiotics. 


CEFACLOR  IN  SOFT  TISSUE  INFECTIONS 

A.  Lugo,  MD,  F.  Regis,  MD,  R.  H.  Bermudez,  MD  and  C.  H. 
Ramírez  Ronda,  MD  — Veterans  Administration  Hospital 
and  UPR  School  of  Medicine,  San  Juan,  Puerto  Rico. 

The  effectiveness  and  safety  of  cefaclor,  a new 
oral  cephalosporin,  was  evaluated  in  16  patients  (PTS) 
with  skin  and  soft  tissue  infections.  The  group  of 
PTS  was  composed  of  11  females,  ages  20-72,  and  5 
males,  ages  21-65.  Cefaclor  in  a dose  of  250  mg  PO 
every  6 hrs.  was  administered  for  7 to  10  days.  The 
clinical  diagnosis  was  cellulitis  in  12  PTS,  subcuta- 
neous abscess  in  2 PTS,  and  one  PT  each  with  ulcers 
in  legs  and  pustular  dermatitis.  Four  PTS  were  dia- 
betics. The  organism  isolated  from  the  lesions  inclu- 
ded 6 S.  aureus,  6 S.  epidermidis,  1 group  A-/3  hemo- 
lytic streptococcus,  and  3 PTS  showed  no  growth. 
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There  were  3 PTS  with  mixed  infections  involving 
E.  coli  and  1 P.  aeruginosa;  all  were  diabetics.  The 
mean  MIC  of  cefaclor  for  S.  aureus  was  0.25  ug/ml, 
for  E.  coli , 1 ug/ml;  P.  aeruginosa  was  resistasnt.  Cli- 
nical response  was  excellent  in  all  studied  PTS,  with 
disappearance  of  symptoms  and  signs  by  the  third 
day  of  therapy;  there  were  no  relapses.  Post  therapy 
cultures  were  negative  in  all  studied  PTS.  There  were 
no  adverse  effects  noted  in  the  studied  groups.  Three 
PTS  had  transient  SGOT  elevations;  there  were  no 
alterations  in  Coombs  tests,  nor  renal  or  other  hepa- 
tic function  tests.  Cefaclor  is  a safe  and  effective  agent 
in  the  treatment  of  soft  tissue  infections. 


COMPARATIVE  ANTIBACTERIAL  ACTIVI- 
TY OF  14  CEPHALOSPORINS  AGAINST 
400  BACTEREMIC  STRAINS  OF  GRAM- 
NEGATIVE BACILLI  (GNB) 


J.  Gutiérrez,  MD,  M.  Nevárez,  BSMT,  Z.  Echevarría,  BSMT, 
R.  H. Bermudez,  MD,  and  C.  H.  Ramírez  Ronda,  MD  — VAH 
and  UPR  School  of  Medicine,  San  Juan,  Puerto  Rico.  . 


The  in  vitro  activity  of  cephalothin  (CL),  cepha- 
loridine  (CLD),  cephalexin  (CLX),  cefazolin  (CZ), 
cephradine  (CPD),  cefamandole  (CM),  cefozitin  (CFX), 
cefaclor  (CC),  cephapirin  (CPP),  cefatrazine  (CFF), 
ceforanide  (CFR),  cefadroxil  (CFD),  cefazaflur  (CFF), 
and  celespor  (CLS)  was  determined  against  400  bacte- 
remic  strains  of  GNB.  Included  were  50  strains  each 
of  E.  coli  (EC),  Klebsiella  (K),  Enterobacter  (EB), 
Pseudomonas  (PS),  Salmonella  (S),  Citrobacter  (CB), 
Serratia  (SE)  and  Proteus  (PR).  The  MIC’s  were  de- 
termined using  Muller-Hinton  broth,  with  the  broth 
microdilution  system  of  Dynatech  Corp.  MIC-2000. 
For  EC  the  most  active  compounds  were  CC,  CFR, 
CFX,  followed  by  CF  and  CLX;  the  activity  of  CM, 
CFT,  CPD,  CFF  and  CLS  was  similar  but  lower  than 
other  agents.  For  K,  the  most  active  were  CLX,  CC, 
CFR,  CPD,  CFD,  CFF  and  CFX.  For  EB,  CM  and 
CFR  at  16  ug/ml  inhibited  55  percent  of  the  strains. 
None  of  the  above  cephalosporins  inhibited  PS.  All 
of  the  CPS  tested  inhibited  S,  but  the  most  active  agents 
were  CM,  CC,  CFT,  CFR  and  CFF.  For  SE,  CFX  at 
16  ug/ml  inhibited  73  percent  of  the  strains,  while  CM 


only  13  percent.  For  PR,  the  most  active  were  CM 
and  CFX.  The  newer  CPS  including  CM,  CFR,  CFF 
and  CFX  were  active  against  CL  resistant  strains. 


MECHANISM  OF  REENTRANT  SUPRAVEN- 
TRICULAR ARRHYTHMIAS  DURING  PRO- 
GRAMMED ELECTRICAL  STIMULATION 

Migdalia  González,  MD,  Juan  M.  Aranda,  FACC,  Esteban  Li- 
nares, FACP,  Edgardo  Hernández,  FACC,  Guillermo  Cintron, 
FACC  — Cardiology  Section,  Veterans  Administration  Hos- 
pital and  University  of  Puerto  Rico,  School  of  Medicine,  San 
Juan,  Puerto  Rico. 

The  objective  of  this  study  was  to  outline  the 
mechanism  of  paroxysmal  ventricular  tachycardia 
(PSVT)  in  6 patients  (pts)  referred  to  the  Electrophy- 
siology Laboratory  for  evaluation  of  cardiac  arrhyth- 
mias. All  medications  were  discontinued  48  to  72 
hours  prior  to  study.  His  Bundle  (HBE),  high  right 
atrial  (HR A),  coronary  sinus  (CS),  low  right  atrial 
(LRA),  and  right  ventricular  apical  (RVA)  were  si- 
multaneously recorded  with  several  surface  electro- 
cardiographic leads.  Sustained  supraventricular  tachy- 
cardia was  induced  in  all  pts  during  programmed  atrial 
or  ventricular  stimulation.  Intra-atrial  reentrant  tachy- 
cardia was  documented  in  I pt.  Retrograde  atrial 
conduction  during  the  tachycardia  was  coupled  to 
the  preceding  sinus  beat.  Intranodal  reentrant  ta- 
chycardia was  induced  in  3 other  pts.  The  sequence 
of  retrograde  atrial  depolarization  was  characterized 
by  LRA  deflections  preceding  the  CS,  followed  by 
HRA  (LRA-CS-HRA  sequence).  This  sequence  of 
elevation  suggested  a slow  antegrade  intranodal  path- 
way with  a fast  retrograde  intranodal  tract.  Extra- 
nodal  reentrant  tachycardia  was  documented  in  2 
other  pts  with  a CS-LRA-HRA  retrograde  atrial  de- 
polarization sequence.  The  sequence  of  atrial  acti- 
vation was  consistent  with  a slow  antegrade  intrano- 
dal conduction  and  a fast  retrograde  extranodal  tract 
(Kent  bundle). 

Simultaneous  HBE,  HRA,  CS  and  RVA  electro- 
grams during  PSVT  provides  useful  electrophysiolo- 
gic  data  to  outline  the  mechanism  of  this  rhythm  dis- 
turbance. 


RESUMENES 


POLYUNSATURATED  FATTY  ACIDS  IN 
TREATMENT  OF  ACUTE  REMITTING  MUL- 
TIPLE SCLEROSIS 

D.  Bates  and  Others:  Brit.  Med.  J.  1978,  6149:  1390-1391 

En  un  estudio  controlado,  en  relación  con  trata- 
miento a base  de  ácidos  grasos  poli  no-saturados;  en  116 
pacientes  (36  hombres  y 80  mujeres)  que  padecían  en 
4 grupos. 

Dos  grupos  recibieron  ácido  linoléico:  uno  con- 
juntamente con  la  comida  y al  otro  grupo  se  le  añadía 
en  cápsula  (Naudicelle)  que  contenía  ácido  linoléico 
gamma.  Dos  grupos  de  control:  un  grupo  recibía  ácido 
oléico  en  las  comidas  y otro  grupo  en  cápsulas. 

La  frecuencia  de  deterioramiento  clínico  y fre- 
cuencia de  ataques  no  fueron  muy  significativos  entre 
los  tratados  y no  tratados. 

Se  encontró  que  las  exacerbaciones  fueron  más 
cortas  y menos  severas  en  pacientes  que  recibían  una 
dosis  alta  de  ácido  linoléico  que  en  los  controles;  pero 
en  los  que  recibían  las  cápsulas  (Naudicelle),  no  había 
diferencia. 

Los  resultados  indicaron  que  suplementando  la 
dieta  con  20  gramos  de  ácido  linoléico  se  afectaba  la 
duración  y severidad  de  remitencia  de  la  enfermedad 
(esclerosis  múltiple);  pero  no  tenía  ningún  efecto  en 
amortiguar  el  deterioro  físico  del  paciente.  La  dosis 
de  Naudicelle  no  probó  ninguna  relación  con  la  dieta 
y la  enfermedad;  siendo  la  dosis  inadecuada. 

( Submitted  by  A.  V.  Ponce,  MD,  Physical  Med  and 
Rehab  VAH) 

CHRONIC  PAIN:  IS  IT  NECESSARY? 

Arch  Phys  Med  Rehab  Vol  60  - 4-7,  1979.-, 


En  el  pasado  reciente,  el  dolor  crónico  y su  tra- 
tamiento por  clínicas  del  dolor  se  ha  popularizado,  y 
especialidades  quirúrgicas  y médicas  se  atribuyen  dicha 
especialización.  Una  Sociedad  Internacional  para 
el  Estudio  del  Dolor  se  ha  formado,  y las  ciencias  bá- 
sicas se  han  enlistado  para  estudiar  el  dolor  crónico. 
En  un  mundo  donde  el  valor  monetario  del  cuidado 
médico  se  ha  equiparado  a la  eficacia  del  servicio  ofre- 
cido al  cuidado  de  la  salud,  estudios  de  costo  se  han 
establecido  en  relación  al  control  del  dolor  crónico. 
En  la  industria,  el  cuidado  de  molestias  de  columna 
lumbar  se  ha  valorado  en  millones  de  dólares  anuales. 
Como  en  otros  muchos  aspectos  de  la  vida  actual,  el 
peso  del  dolor  y su  significado,  evaluación  y erradi- 
cación han  caído  sobre  el  sistema  que  ofrece  el  cui- 
dado de  la  salud.  El  neurólogo,  el  neurocirujano,  el 
ortopeda,  el  psiquiatra,  el  fisiatra,  cada  especialista, 
percibe  el  dolor  a través  del  túnel  de  visión  de  su  do- 
minio particular. 

Los  cuatro  componentes  del  dolor  crónico  como 
nocicepción,  dolor,  sufrimiento  y comportamiento 
hacia  el  dolor  son  analizados  por  el  autor.  Según  el 
doctor  Cailliet  el  impedimento  músculo-esqueletal 
que  lleva  tan  frecuentemente  al  dolor  crónico  tiene 
su  mayor  promesa  en  la  medicina  de  rehabilitación. 
Y es  en  este  aspecto  que  el  fisiatra,  como  el  máximo 
exponente  de  la  utilización  propia  de  modalidades 
y corrector  de  la  biomecánica  músculo-esqueletal  de- 
sordenada, tiene  su  mayor  potencial. 

El  autor  señala  cómo  el  médico  en  la  búsqueda 
y clasificación  de  un  diagnóstico,  muchas  veces  ordena 
una  serie  de  exámenes  de  valor  cuestionable,  cuando 
en  realidad  un  examen  físico  y detallado  hubiese  sido 
más  informativo. 

(Submitted  by  R.  Alvarez,  MD  - Physical  Med  & Rehab 
VAH) 

AETIOLOGY  AND  NATURAL  HISTORY  OF 
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PARKINSON’S  DISEASE. 

Pearce,  J.  M.  S.:  British  Medical  Journal,  Dec.,  1978,  6153: 
1664-1666 

El  artículo  discute  el  Parkinson  idiopático,  el 
secundario  a encefalitis  y el  secundario  a efectos  tóxi- 
cos de  drogas  como  las  causas  más  frecuentes  de  Pará- 
lisis agitans.  Discute  a cabalidad  los  hallazgos  patoló- 
gicos en  los  cuales  los  más  sobresalientes  son  la  pérdida 
de  neuronas  pigmentadas  en  la  pars  compacta  de  la 
substancia  negra  y la  ausencia  de  neuronas  pequeñas 
en  el  globo  pálido,  acompañado  de  atrofia  cerebral 
generalizada.  El  artículo  presenta  los  resultados 
fisiológicos  en  la  ausencia  de  dopamina  y los  efectos 
en  el  reemplazo  de  la  misma.  Otros  neurotransmi- 
sores  son  estudiados  como  acetylcolina,  ácido  gam- 
ma-aminobutírico  (GABA),  noradrenalina  y seroto- 
nina. 

Finalmente  se  presentan  los  efectos  del  trata- 
miento de  levodopa  y sus  análogos  en  la  calidad  de 
vida  de  pacientes  con  Parkinson. 

( Submitted  by  José  Antonio  Arabia,  MD  - Phys. 
Med.  and  Rehab.  VAH) 


THE  TRAINING  OF  COORDINATION 

Kottke,  F.  J.,  Halpern,  D,  Easton,  J.  R.  M„  Ozez,  A.  T., 
Burill,  C.  A.  — Arch.  Phys.  Med.  Rehab.,  Dec.,  ’59,  567-572, 
1978. 

El  entrenamiento  de  la  coordinación  es  general- 
mente considerada  una  actividad  volicional,  durante 
la  cual,  por  la  prueba  y la  percepción  de  los  resulta- 
dos, la  persona  selecciona  la  actividad  muscular  que 
resulta  en  la  actividad  deseada.  Este  concepto  de  coor- 
dinación directa  compleja  volitiva  de  múltiples  mús- 
culos con  velocidad,  destreza  y fuerza  no  representa 
la  prueba  de  una  evaluación  completa.  La  atención 
está  limitada  a una  actividad  a la  vez,  con  la  habilidad 
de  cambiar  la  atención,  no  más  frecuente  de  3 veces 
por  segundo.  Solamente  bajo  condiciones  especiales, 
la  actividad  puede  ser  limitada  a músculos  específicos 
durante  una  contracción  no  entrenada  sin  la  contrac- 


ción de  otros  músculos.  Sin  embargo,  en  la  práctica 
repetida  de  una  actividad  deseada,  un  patrón  de  acción 
es  desarrollado,  el  cual  puede  ser  llevado  a cabo  rápida 
y fuertemente  sin  la  activación  de  otros  músculos. 
En  ese  momento,  la  conciencia  no  gobierna  los  com- 
ponentes de  la  actividad,  solamente  comienza,  man- 
tiene y detiene  la  actividads  El  desarrollo  de  estos 
patrones  o engranamas,  por  la  práctica  desarrollan 
la  capacidad  para  automáticamente  inhibir  los  mús- 
culos que  no  contribuyen  a la  actividad  deseada.  La 
investigación  del  desarrollo  de  la  coordinación  en  di- 
ferentes tipos  de  actividades  normales,  así  como  en 
pacientes  con  déficit  neuromusculares,  revelan  que  los 
engranamas  se  forman  progresivamente  por  una  práctica 
lenta  y precisa  de  patrones  simples,  que  según  se  desarro- 
llan se  combinan  con  patrones  más  y más  complejos 
hasta  que  la  habilidad  final  se  logra  establecer. 

(Submitted  by  Rafael  Se  in,  MD  - Phy.  Med.  and  Rehab. 
VAH) 


IMMEDIATE  EFFECTS  OF  HYDRALAZINE— 
ISOSORBIDE  DINITRATE  COMBINATION 
ON  EXERCISE  CAPACITY  AND  EXERCISE 
HEMODYNAMICS  IN  PATIENTS  WITH  LEFT 
VENTRICULAR  FAILURE 

Franciosa  JA,  Cohn  JN  - Circulation  50:  1085,  1979 

En  este  estudio  22  pacientes  con  fallo  congestivo 
fueron  ejercitados  por  bicicleta  hasta  síntomas  antes  y 
90  minutos  después  de  hidralazina  (lOOmg)  y isosorbide 
(40mg)  por  vía  oral.  La  mitad  de  los  pacientes  recibie- 
ron placebo  en  este  estudio  prospectivo.  La  duración 
de  ejercicio,  consumo  máximo  de  oxígeno,  índice  car- 
díaco máximo  y resistencia  vascular  periférica  en  ejer- 
cicio máximo  no  cambiaron  significativamente  en  grupo 
placebo  y grupo  con  vasodilatadores.  En  ejercicio  sub- 
máximo el  grupo  en  vasodilatadores  tuvo  un  índice 
cardíaco  mayor  y una  resistencia  periférica  menor  que 
el  grupo  en  placebo.  Se  concluye  que  aunque  los  va- 
sodilatadores no  aumentan  la  capacidad  máxima  a 
ejercicio  en  el  período  agudo  sí  mejoran  la  hemodína- 
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mica  al  ejercicio  submáximo.  Ese  artículo  es  seguido 
de  un  editorial  (pg.  1092)  donde  se  pone  en  perspec- 
tiva el  uso  y posibles  beneficios  de  vasodilatadores  en 
fallo  congestive 

( Submitted  by  G.  Cintrón,  MD,  Cardiology,  Sue,  VAH) 


DIABETES  MELLITUS  INDUCIDA  POR  UN 
VIRUS:  AISLAMIENTO  DE  UN  VIRUS  DEL 
PANCREAS  DE  UN  NIÑO  CON  CETOACI 
DOSIS  DIABETICA 

Yoon,  Ji-Won,  Austin,  M.,  et  al  — New  England  J.  Med.  300: 
1173-1179,  1979. 

Un  niño  saludable  de  10  años  de  edad  fue  admiti- 
do al  hospital  en  cetoacidosis  diabética  a los  3 días  de 
comenzar  con  un  cuadro  de  una  enfermedad  respirato- 
ria alta.  El  niño  murió  durante  la  enfermedad.  Estu- 
dios patológicos  revelaron  infiltración  linfocítica  de  las 
isletas  de  Langerhands  y necrosis  de  las  células  beta. 
Se  aisló  un  virus  Coxsachie  B-4  de  estos  tejidos  y se 
comprobó  serológicamente  su  asociación  patológica. 
En  este  caso  se  comprobó  que  la  Diabetes  mellitus 
en  este  niño  fue  causada  por  el  virus.  Estos  datos 
contribuyen  a la  evidencia  creciente  de  virus  asocia- 
dos causando  diabetes  juvenil. 

(Submitted  by  C.  H.  Ramírez-Ronda,  MD) 


INEFECTIVIDAD  DE  USO  TOPICO  DE  51 
MONOFOSFATO  DEL  ARABINOSIDO  DE 
ADENINA  (Ara  AMP)  EN  EL  TRATAMIEN- 
TO DE  HERPES  SIMPLEX  LABIAL 

Spruance,  S.  L.,  et  al  — New  Engl.  J.  Med  300:1180-1184, 
1979 

Herpes  simplex  labial  afecta  alrededor  del  20- 
45  porciento  de  la  población  de  E.U.A.  y aproxima- 
damente el  25  porciento  de  los  afectados  tienen  epi- 


sodios recurrentes.  Muchas  formas  de  tratamiento 
han  sido  utilizadas  sin  demostrar  su  efectividad.  El 
arabinosido  de  adenina  (Ara-A)  es  efectivo  cuando  se 
usa  sistemáticamente  en  contra  de  infecciones  por 
herpes  zoster  en  pacientes  inmunocomprometidos, 
en  pacientes  con  encefalitis  por  herpes  simplex  y cuan- 
do se  usa  tópicamente  en  keratitis  por  herpes  simplex. 
Los  datos  sobre  la  efectividad  de  Ara-A  o Ara-AMP 
tópico  en  infecciones  de  la  piel  y tracto  genital  es 
controvertible.  El  compuesto  Ara-AMP  es  más  solu- 
ble en  agua  y su  efectividad  antiviral  es  similar  a Ara-A. 
El  estudio  que  se  describe  fue  diseñado  para  evaluar 
la  efectividad  de  una  crema  con  10  porciento  de  Aram- 
AMP  en  pacientes  con  herpes  simplex  labial  recurren- 
te. El  estudio  fue  doblemente  ciego  y colaborativo 
de  3 instituciones.  No  se  encontró  ninguna  diferen- 
cia entre  los  tratados  con  Ara-AMP  y placebo  en  rela- 
ción a la  recidiva  de  recurrencias  de  herpes  simplex 
labial.  El  uso  tópico  de  este  agente  es  inefectivo  en 
contra  de  herpes  simplex  labial  recurrente;  esto  puede 
deberse  a que  la  droga  no  penetra  la  piel. 

( Submitted  by  C.  H.  Ramírez-Ronda,  MD) 


MEJORAMIENTO  DE  LA  SOBREVIDA  DEL 
PACIENTE  CON  MIELOMA  DE  ALTO  RIES- 
GO EN  TERAPIA  ALQUILANTE  TRIPLE 

Harley  John  B.,  Pajar  TF  McIntyre,  O.  Ross,  et  al  — Blood 
54:  13,  1979 

Doscientos  cincuentidós  (252)  pacientes  no  tra- 
tados de  Mieloma  miíltiple  fueron  ingresados  en  un 
estudio  que  incluía  un  régimen  de  tres  (3)  drogas  al- 
quilantes dadas  intravenosamente  que  eran  Melfalan 
(Alkeran),  Ciclofosfamida  (Cytoxan),  Carmustine  (BC- 
NU)  y Prednisona  oral.  El  régimen  se  conocía  como 
BCMP.  El  otro  régimen  era  de  Melfalan  y Prednisona 
por  vía  oral  (MP). 

Evidencia  de  respuesta  objetiva  por  los  criterios 
de  medición  de  tumor  y proteínas  anormales  fue  mejor 
para  el  grupo  de  combinación  BCMP,  pero  la  sobrevida 
fue  igual  en  los  dos  grupos.  Sin  embargo,  los  pacientes 
de  pobre  riesgo  con  una  masa  tumoral  grande  respondie- 
ron mejor  al  BCMP  que  el  mismo  grupo  tratado  con 
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MP.  Anemia  de  menos  de  8.5gm.  BUN  mayor  de  30 
mg  porciento  y limitación  en  actividad  física  eran  los 
criterios  principales  de  un  alto  riesgo. 

Los  pacientes  de  buen  prognóstico,  o sea,  una 
masa  tumoral  intermedia  o pequeña  respondieron  me- 
jor a MP  que  a BCMP.  Esto  puede  ser  un  reflejo  de 
la  mayor  toxicidad  de  este  último  régimen  y por  ende, 
mayor  mortalidad.  Esto  sugiere  que  el  tratamiento 
óptimo  depende  de  la  extensión  de  la  enfermedad  al 
comienzo  del  tratamiento.  Se  necesitan  estudios  adi- 
cionales para  determinar  la  intensidad  y la  duración 
del  tratamiento  para  mejorar  el  manejo  de  esta  condi- 
ción. 

(Submitted  by  I.  Maldonado,  MD) 


RESPUESTA  A LA  TERAPIA  DE  MIELOMA 


IQG  QUE  EXCRETAN  CADENAS  LAMBDA 
0 KAPPA 

Cornell,  Cornellius,  J.,  McIntyre  0.  Ross,  et  al  — Blood  54: 
23, 1979 

Se  evaluaron  68  pacientes  con  Mieloma  múlti- 
ple de  tipo  Iq  por  un  Grupo  de  Tratamiento  de  Cán- 
cer y Leucemia. 

De  los  44  pacientes  con  cadenas  Kappa  en  pro- 
teinuria de  Bence  Jones  19  o sea  43  porciento,  tuvieron 
una  buena  respuesta  a tratamiento.  Mientras  que  solo 
3 de  24  o sea  13  porciento,  con  proteinuria  Lambda 
de  Bence  Jones  tuvieron  una  buena  respuesta.  Se  con- 
cluye que  hay  una  sobrevida  significativamente  mejor 
en  los  casos  que  excretan  cadenas  Kappa  con  una  sobre- 
vida mediana  de  31  meses  versus  12  meses  los  de  cade- 
nas Lambda. 

(Submitted  by  I.  Maldonado,  MD) 


Asthma  management  step-by 
step2 


. For  infrequent  attacks  (one 
or  two  a week),  use  a 
sympathomimetic  aerosol 
prn. 


For  more  frequent  attacks 
(two  or  more  a week),  add 
oral  ephedr.ine  or  another 
sympathomimetic:  continue 
aerosol  prn. 


“The  selective  beta 
adrenergic  bronchodilator 
preparations . . . may  well 
become  the  first  line  of 
defense  in  the  treatment 
of  most  asthmatic 
patients.”1 


If  frequent  attacks  continue, 
add  an  aminophylline 
preparation. 

If  control  is  not  achieved, 
add  steroids  and  taper  to 
maintenance  dose. 

If  you  can't  taper  off  steroids, 
add  cromolyn  sodium 

If  cromolyn  can’t  effect 
reduction  or  discontinuation 
of  steroids  in  six  months, 
withdraw  it  and  continue  all 
other  medications. 

If  cromolyn  permits  you  to 
stop  or  reduce  steroids, 
continue  it  and  the  other 
medications. 

If  attacks  recur,  go  back  to 
step  4. 

For  individual  attacks  that 
don't  subside  or  respond, 
use  subcutaneous 
epinephrine,  intravenous 
aminophylline,  or  both. 


y y/wñ 
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□ for  acute  or  infrequent 
asthmatic  attacks 

□ essentially  the  same  rapid 
onset  as  isoproterenol3 

□ long  duration  of  action- 
one  to  five  hours* 

(helps  insure  against  overuse**) 

In  repetitive  dosing  studies  with  Alupent  Tablets 
and  Alupent  MDI,  the  duration  of  their  effec- 
tiveness tended  to  diminish  with  time  Present 
studies  are  inadequate  to  explain  the  divergence 
in  duration  of  efficacy  between  single-and 
repetitive -dosing 

"As  with  all  adrenergic  aerosols,  patients  should 
be  cautioned  that  excessive  use  is  potentially 
dangerous.  While  the  exact  cause  iS  unknown, 
fatalities  have  been  reported  following  excessive 
use  ot  Alupent  MDI  In  addition,  paradoxical 
bronchoconstrictfon  with  repeated  excessive 
administration  has  been  reported  with  other 
sympathomimetic  agents  and  may  also  occur 
with  Alupent 

Please  see  brief  summary  on  last  page  for 

warnings,  precautions,  and  adverse  reactions. 


□ for  more  frequent  attacks 

□ “...an  opportunity  to  reach 
the  areas  not  approached 
by  the  inhaler.”1 

□ 2 dosage  strengths  for 
easier  titration 

□ tremor  incidence— 8%; 
nervousness — 5.4%f 

□ has  been  used 
with  theophylline 

□ adverse  reactions,  including 
tremor  and  nervousness, 
similar  to  those  of  other 
sympathomimetic  agents 

t Incidence  of  tremor  and  nervousness  in  all 
patients  taking  20  mg  Alupent  Tablets  in 
single-or  repetitive-doses  in  controlled 
clinical  trials  in  the  U S.  between  1968  and 
1977  37  0(462  8%  tremor;  25  ol  462 

5 4%  nervousness 


& 


Alupent®  brand  of  metaproterenol  sulfate 

Syrup,  Tablets,  Metered  Dose  Inhaler 

Indications:  Bronchodilator  for  bronchial 
asthma  and  reversible  bronchospasm 
which  may  occur  in  association  with 
bronchitis  and  emphysema. 

Contraindications:  Cardiac  arrhythmias 
associated  with  tachycardia. 

Warnings:  Excessive  use  of  adrenergic 
aerosols  is  potentially  dangerous  As  with 
other  sympathomimetic  inhalation  agents, 
fatalities  have  been  reported  with  exces- 
sive use  of  metaproterenol  sulfate:  exact 
cause  unknown.  Cardiac  arrest  was 
noted  in  several  cases.  Paradoxical  bron- 
choconstriction  with  repeated  excessive 
use  has  been  reported  with  other  sym- 
pathomimetics  and  it  is  possible  that  it 
could  occur  with  metaproterenol  sulfate. 
Advise  patients  to  contact  physician  if 
they  fail  to  respond  to  their  usual  dose  of 
a sympathomimetic  aerosol. 

Precautions:  Use  extreme  care  when 
administering  additional  sympathomime- 
tic drugs.  Sufficient  time  should  elapse 
before  administering  another  sym- 
pathomimetic agent.  Use  great  caution 


with  metaproterenol  sulfate  and  other 
sympathomimetics  in  patients  with  hyper- 
tension, coronary  artery  disease, 
congestive  heart  failure,  hyperthyroidism 
and  diabetes,  or  when  there  is  sensitivity 
to  sympathomimetic  amines. 

Usage  in  Pregnancy:  Safety  in  pregnancy 
has  not  been  established  Do  not  use 
except  with  caution,  weighing  patient 
benefit  against  potential  risk  to  fetus. 
Studies  in  mice,  rabbits  and  rats  have 
shown  no  significant  teratogenic  effects 
at  oral  doses  up  to  50  mg /kg  (310  times 
the  recommended  daily  human  inhala- 
tional  dose  and  31  times  the 
recommended  daily  human  oral  dose).  In 
rabbits,  fetal  loss  and  teratogenic  effects 
have  been  observed  at  and  above  oral 
doses  of  50  and  100  mg  /kg,  respectively. 

Alupent  20  mg  tablets  and  Metered  Dose 
Inhaler  are  not  recommended  for  children 
under  12  years  of  age  because  there  is 
insufficient  data  on  the  administration  of 
these  dosage  forms  in  this  age  group. 
Adverse  Reactions:  Adverse  reactions 
such  as  tachycardia,  hypertension,  pal- 
pitations, nervousness,  tremor,  nausea, 
bad  taste,  and  vomiting  have  been  re- 


ported. These  reactions  are  similar  to 
those  noted  with  other  sympathomimetic 
agents. 

Dosage  and  Administration:  See  indi- 
vidual full  prescribing  information  for 
each  dosage  form. 

Symptoms  of  Overdosage:  The  symp- 
toms of  overdosage  are  those  of 
excessive  beta-adrenergic  stimulation 
listed  under  Adverse  Reactions. 

How  Supplied:  Round,  white,  scored 
tablets  of  10  and  20  mg  in  bottles  of  100. 
Metered  Dose  Inhaler  containing  225  n.j 
of  metaproterenol  sulfate  (300  inhala- 
tions); 15  mg  per  ml  (approximately  0.65 
mg  delivered  with  each  metered  dose). 
Cherry-flavored  syrup,  10  mg  per  tea- 
spoonful (5  ml),  in  16  oz  bottles. 

(For  complete  details,  please  see  the  full 
prescribing  information.) 

Under  license  from 
Boehringer  Ingelheim  GmbH 

Boehringer 

Ingelheim 


Boehringer  Ingelheim  Ltd  Ridgefield.  CT  06877 


The  one  bronchodilator  for 
the  first  two  steps  in  the 
pharmacologic  control  of  asthi 


Alupent: 

(metaproterenol  sulfate) 


Bronchodilator 


Metered  Dose 
Inhaler  15  ml 
15  mg/ml 
(approx.  0.65  mg 
delivered  with 
each  metered 
dose) 


Tablets  of  10 
and  20  mg 


Syrup 
10  mg/5  ml 


1 Brandon  ML:  Ann  Allergy,  39:117-129, 1977. 

2.  "Asthma  management  step-by-step,"  from 
"Our  burgeoning  armamentarium  in  asthma," 

(a  seminar  held  at  the  University  of  Texas  Health 
Science  Center  at  San  Antonio,  by  Caris  TN, 


Cutler  P,  Blumenthal  WS,  Fuller  DS,  and  Shapiro 
SR]  in  Curr  Prescribing,  October  1976,  p 55. 

3 Reilly  EB,  Rodgers  JM  and  Bickerman  HA: 
CurrTher  Res,  76.763, 1974. 
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CURSOS 


COURSE  LISTINGS: 

CURRENT  CONCEPTS  IN  INTENSIVE  CARE  FOR 
NEUROLOGICAL  TRAUMA  AND  DISEASE: 

January  24-27,  1980.  Sponsor:  University  of  Miami 
School  of  Medicine,  Department  of  Neurological  Sur- 
gery. Americana  of  Bal  Harbour,  Miami  Beach,  Flo- 
rida. Course  hours  20,  AMA  Category  I.  INFORMA- 
TION: Division  of  Continuing  Medical  Education 
D23-3,  University  of  Miami  School  of  Medicine,  P.  0. 
Box  016960,  Miami,  FI  33101.  Tel.  (305)  547-6716. 


8TH  ANNUAL  INTENSIVE  CARE  SYMPOSIUM: 

April  25-28,  1980.  Sponsor:  University  of  Miami 
School  of  Medicine,  Division  of  Surgical  Intensive 
Care.  Eden  Roc  Hotel,  Miami  Beach,  Florida.  Course 
hours,  21  AMA  Category  I.  INFORMATION:  Divi- 
sion of  Continuing  Medical  Education  D23-3,  Uni- 
versity of  Miami  School  of  Medicine,  P.  0.  Box  016960, 
Miami,  FI.  33101.  Tel.  (305)  547-6716. 


CURRENT  CLINICAL  CONCEPTS  IN  OTOLARYN- 
GOLOGY. 

March  27-29,  1980.  Sponsor,  University  of  Maimi 
School  of  Medicine,  Department  of  Otolaryngology. 
Americana  of  Bal  Harbour,  Miami  Beach,  Florida. 
Course  hours,  15,  AMA  Category  I.  INFORMATION: 
Division  of  Continuing  Medical  Education  D-23-3. 
University  of  Miami  School  of  Medicine,  P.  0.  Box 
016960,  Miami,  FI  33101.  Tel.  (305)  547-6716. 


HEPATOBILIARY  DISEASE: 

March  27-29,  1980.  Sponsor:  University  of  Miami 
School  of  Medicine,  Division  of  Hepatology.  Ameri- 
cana of  Bal  Harbour,  Miami  Beach,  Florida.  Course 
hours,  15  AMA  Category  I.  INFORMATION:  Divi- 
sion of  Continuing  Medical  Education  D-23-3,  Univer- 
sity of  Miami  School  of  Medicine,  P.  0.  Box  016960, 
Miami,  FI  33101.  Tel  (305)  547-6716. 
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AMA  NEWS: 

CANCER  PATIENTS  CAN  BE  KEPT  FREE  OF  PAIN 

CHICAGO  — With  care  and  patience,  the  phy- 
sician can  render  practically  any  cancer  patient  pain- 
free,  says  a report  in  the  June  1 Journal  of  the  Amer- 
ican Medical  Association. 

In  a report  to  physicians  on  the  latest  methods 
for  medical  management  of  chronic  cancer  pain,  a 
medical  team  from  Duke  University  Medical  Center 
and  the  Durham  Veterans  Administration  Medical  Cen- 
ter in  North  Carolina  points  out  that  management  of 
the  chronic  pain  of  cancer  is  a common  and  difficult 
medical  problem. 

In  addition  to  a medical  examination  of  the  pa- 
tient, it  is  necessary  to  perform  a psychological  as- 
sessment of  the  patient’s  personality,  current  mental 
status  and  coping  mechanisms  to  devise  an  individua- 
lized approach  to  pain  control,  the  group  says. 

The  mainstays  of  cancer  pain  control  are  the 
narcotics.  The  doctor  must  continue  to  try  various 
drugs  until  the  optimum  combination  and  schedule 
is  determined. 

For  mild  to  moderate  pain,  start  with  aspirin 
or  acetaminophen,  they  recommend.  If  this  doesn’t 
work,  add  codeine.  If  aspirin  and  codeine  fail  to  re- 
lieve pain,  the  physician  then  proceeds  to  stronger 
drug  combinations. 

Antipsychotic  drugs  are  useful  as  tranquilizers 
and  to  control  nausea.  Antidepressants  and  hypnotics 
permit  the  patient  a more  normal  life-style.  Stimulants 
such  as  cocaine  and  amphetamines  add  to  the  effect 
of  the  narcotics  and  also  reduce  drowsiness  and  breath- 
ing problems  brought  on  by  strong  narcotics. 

Marijuana  offers  no  advantage  over  traditional 
pain  relievers,  the  group  declares. 

“Most  patients  can  be  made  relatively  pain- 
free  provided  their  pain  is  managed  with  patience  in 
an  individualized  fashion,”  the  report  concludes. 


SUICIDE  RATE  CLIMBING  AMONG  TEEN-AGE 
GROUP 

CHICAGO  — Suicides  among  the  young  have 
increased  in  the  past  decade  at  a high  rate,  says  a report 
in  the  June  1 Journal  of  the  American  Medical  Associa- 
tion. 

Rate  for  the  15-to-19-year-old  group  has  increased 
124  per  cent  since  1961,  and  suicide  has  moved  from 
being  the  fourth  ranking  cause  of  death  among  that  age 
group  in  1969  to  its  present  rank  of  third. 

Frank  E.  Crumley,  MD,  Dallas  child  psychiatrist, 
reports  on  his  experience  in  treating  40  adolescents 
following  suicide  attempts.  Dr.  Crumley  sought  to  find 
out  why  the  youngsters  sought  to  take  their  own  lives. 

The  typical  patient  was  described  as  a girl  drug 
abuser  with  major  depressive  disorder. 

The  most  prominent  personality  characteristics 
associated  with  suicide  attempts  by  these  adolescents 
were  a tendency  to  react  severely  to  a loss,  poorly  con- 
trolled rage,  and  impulsivity,  Dr.  Crumley  found. 

All  of  the  adolescents  were  psychiatrically  ill 
before  the  suicide  attempt,  he  says.  The  most  common 
problems  were  depression,  drug  abuse,  and  borderline 
personality  disorder.  Many  used  several  different  kinds 
of  drugs,  including  alcohol  and  marijuana. 

The  patients  ranged  in  age  from  12  to  19  years. 
Eleven  were  boys  and  29  were  girls.  All  except  three 
were  of  average  or  above  intellectual  ability.  Forty 
per  cent  had  made  several  previous  suicide  attempts. 

“Suicide  attempts  by  adolescents  should  be  taken 
seriously  by  the  physician  and  necessitate  a thorough 
search  for  a possible  underlying  pathological  condition, 
Dr.  Crumley  concludes. 


AMA  PROVIDES  GUIDELINES  FOR  SETTING  DOC- 
TORS' FEES 
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CHICAGO  — “Physician  Fee  and  Cost  Indicators,” 
a booklet  presenting  a step-by-step  method  to  help 
individual  physicians  manage  their  practices  more  effi- 
ciently and  restrain  fee  increases,  has  been  distributed 
to  American  doctors  by  the  American  Medical  Asso- 
ciation. 

The  booklet  offers  a dual  system  — the  Physician’s 
F ee  Index  and  the  Physician’s  Cost  Index  — for  measur- 
ing the  rate  of  a physician’s  fee  increase  against  other 
economic  gauges,  such  as  the  Consumer  Price  Index, 
and  for  measuring  a physician’s  rate  of  increase  in 
direct  and  overhead  expenses. 

The  booklet  was  distributed  as  an  insert  in  the 
May  18  American  Medical  News,  the  AMA’s  news- 
paper for  physicians. 

In  a letter  introducing  the  booklet,  AMA  Board 
of  Trustees  Chairman  Robert  B.  Hunter,  MD,  writes 
that  use  of  the  system  can  represent  “A  significant 
how-to  entry  in  the  AMA’s  long  leadership  record 
in  addressing  the  health  care  cost  issue.” 

Dr.  Hunter  cites  AMA  sponsorship  of  the  Na- 
tional Commission  on  the  Cost  of  Medical  Care,  par- 
ticipation in  the  Voluntary  Effort  to  contain  cost 
increases,  and  the  call  of  AMA  President  Tom  E.  Nes- 
bitt, MD,  for  physicians  to  voluntarily  limit  their  fee 
increases. 

Extra  copies  of  the  booklet  are  available  from 
the  AMA  Order  Department,  P.  0.  Box  821,  Monroe, 
Wis.  53566. 


HIGH  BLOOD  PRESSURE  CAMPAIGN  ACCOM- 
PLISHED “NEAR  REVOLUTION ” 

CHICAGO  — The  United  States  has  accompli- 
shed a “near  revolution”  in  its  approach  to  control 
of  high  blood  pressure  in  the  1970s,  declares  an  edi- 
torial in  the  June  8 Journal  of  the  American  Medical 
Association. 

The  results  already  are  readily  apparent.  Deaths 
from  heart  disease  and  stroke  are  dropping  steadily 
year  after  year. 

There  is  general  agreement  among  physicians 
that  high  blood  pressure  is  an  important  cause  of  heart 


failure,  stroke  and  kidney  failure,  and  that  these  se- 
rious illnesses  may  be  prevented  if  blood  pressure  is 
brought  toward  normal.  The  drop  in  death  rates  is 
clearcut  evidence  that  millions  of  Americans  are  con- 
trolling their  blood  pressure  in  the  last  few  years. 

The  National  High  Blood  Pressure  Education 
Program,  begun  in  1972,  has  informed  many  Ameri- 
cans of  the  dangers  of  the  condition,  and  has  motiva- 
ted many  to  do  something  about  it. 

The  net  result  of  the  educational  efforts  of  health 
providers  and  of  the  news  media  has  been  measurable 
progress. 

Since  1972  heart  disease  death  rates  have  fallen 
by  more  than  2 per  cent  a year.  And,  also  since  1972, 
deaths  from  stroke  have  declined  by  more  than  5 per 
cent  each  year,  leading  to  an  “extraordinary  32  per 
cent  decline  in  stroke  deaths  during  the  past  six  years”, 
the  JAMA  editorial  points  out. 

“Much  progress  has  been  made.  The  program  is 
succeeding,  but  it  is  not  yet  successful.  Much  work 
remains  to  be  done.  Detecting  hypertension  and  select- 
ing a regimen  are  not  enough.  We  must  continue  to  im- 
prove our  skills  in  patient  counseling  and  motivations 
to  ensure  that  lifelong  regimens  are  followed.  Only  by 
sustaining  the  effort  already  begun  by  America’s  me- 
dical community  can  we  continue  to  make  progress 
and  ultimately  achieve  maximum  control  of  this  major 
public  health  problem.” 

The  editorial  is  by  Robert  I.  Levy,  MD,  and  Gra- 
ham W.  Ward  of  the  National  Heart,  Lung  and  Blood 
Institute  of  the  National  Institutes  of  Health,  Bethesda, 
MD. 


COCAINE  IS  HIGHLY  DANGEROUS  DRUG  THAT 
CAUSES  DEATHS 

CHICAGO  — Contrary  to  popular  belief,  cocaine 
is  definitely  not  a safe  “recreational”  drug,  says  a report 
from  Miami  in  the  June  8 Journal  of  the  American  Me- 
dical Association. 

Charles  V.  Wetli,  MD,  of  the  Dade  County  Medical 
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Examiner’s  Office,  reports  on  68  deaths  associated  with 
what  he  terms  “recreational”  use  of  illicit  cocaine  that 
were  investigated  by  the  office.  Some  29  of  these  invol- 
ved use  of  other  drugs  along  with  cocaine,  but  24  per- 
sons died  directly  of  the  poisonous  effects  of  cocaine, 
Dr.  Wetli  found. 

Most  dangerous  use  of  the  illegal  drug  was  injec- 
tion into  a vein.  This  caused  respiratory  collapse  and 
rapid  death.  Cocaine  taken  by  mouth  or  sniffed  through 
the  nose  takes  somewhat  longer  to  cause  collapse. 

Most  of  the  victims  were  those  who  took  cocaine 
to  achieve  euphoria.  But  three  were  smugglers  from 
South  America  who  swallowed  up  to  75  cocaine-filled 
condoms.  Deaths  occurred  when  one  or  more  of  the 
condoms  ruptured  inside  the  stomach.  Two  others  died 
from  swallowing  cocaine  when  arrest  appeared  immi- 
nent. 

“The  toxic  and  potentially  fatal  consequences 
of  cocaine  were  well  known  to  pharmocologists  and 
physicians  during  the  first  quarter  of  the  century.  This 
report  again  demonstrates  that  cocaine  cannot  be  re- 
garded as  a safe  recreational  drug  despite  current  belief 
and  legal  controversy.” 


EFFECTIVE  RECORD  MANAGEMENT:  By  Greg 
Korneluk,  Program  Director,  AMA,  Department  of 
Practice  Management 

Would  you  put  a leach  on  a patient  to  cure  the 
flu?  Of  course  not!  Such  a procedure  may  have  been 
considered  good  practice  in  the  19th  century  but  it 
is  totally  inappropriate  today.  Similarly,  while  the 
four-drawer  filing  cabinet  modernized  the  19th  cen- 
tury physician’s  office,  it’s  so  outdated  today  that  it 
can  seriously  impede  office  efficiency.  You’ll  find 
your  filing  process  more  convenient  and  economical 
if  you  rid  your  office  of  the  antiquated  four-drawer 
system  and  replace  it  with  the  new  open-shelf,  color- 
coded,  lateral  filing  method. 

Why  Convert? 


In  most  offices  staff  salaries  account  for  15 
percent  of  gross  practice  revenues.  In  other  words, 
staff  time  is  expensive.  With  a four-draswer  filing 
cabinet,  a great  deal  of  this  expensive  staff  time  is 
being  spent  opening  and  closing  drawers  in  the  filing 
and  retrieval  process.  With  lateral  filing  systems  the 
medical  assistant  does  not  need  to  open  and  close  the 
drawer  every  time  a file  is  pulled  or  refiled,  because 
the  open  view  and  color  guides  her  to  the  correct  spot 
as  she  approaches  the  file. 

* It  has  been  estimated  that  it  costs  approxima- 
tely 17  cents  to  file  a chart  and  $65  to  find  a misfiled 
chart.  Medical  practices  that  utilize  the  color  coding 
mechanism  have  proven  that  misfiles  are  drastically 
reduced  with  color  coding. 

* Files  which  are  not  color  coded  take  consider- 
ably longer  to  file  and  retrieve. 

* Rental  space  accounts  for  five  percent  of  gross 
practice  revenues  in  most  areas.  Four-drawer  filing  ca- 
binets take  up  59  percent  more  space  than  open-shelf 
lateral  files.  This  space  can  usually  be  utilized  more 
effectively  for  other  purposes. 

How  to  Convert 

* Institute  open-shelf  filing.  Open-shelf  lateral 
filing  can  be  easily  compared  to  a bookshelf.  Files 
are  lined  up  on  an  open  shelf  to  a height  of  approxi- 
mately eight  feet  from  the  floor.  The  name  or  number 
appears  on  an  end  tab  which  is  easy  to  scan,  much  the 
same  way  you  might  scan  the  title  that  appears  on  the 
spine  of  a book.  Thus  open  shelves  can  accommodate 
two  to  three  feet  more  files  in  height  than  a four-dra- 
wer cabinet,  and  the  shelves  are  better  space  savers 
than  drawers. 

* Use  section  dividers.  A section  divider  is  a 
thick  carboard  or  plastic  file  divider  with  an  end  tab 
or  top  tab  that  marks  the  beginning  of  a section.  If 
you  are  filing  alphabetically,  you  probably  will  have 
three  to  five  section  dividers  per  letter  in  the  alpha- 
bet. The  section  dividers  serve  to  single  out  those  areas 
in  which  the  largest  number  of  files  are  situated.  For 
example,  if  you  had  20  or  30  patients  with  the  last 
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name  oí  Johnson,  you  might  want  to  implement  a spe- 
cial section  divider  for  that  last  name.  In  this  way, 
you  are  limiting  the  file  search  for  “Johnson”  by  going 
straight  to  a section  divider.  Naturally,  the  section 
dividers  should  be  customized  to  the  alphabetic  break- 
down of  patient  names  in  your  practice.  Section  divi- 
ders can  be  purchased  for  about  20  cents  each. 

* Color  code  your  records.  It’s  an  inexpensive 
technique  used  to  limit  the  file  search  and  consequent- 
ly saves  staff  time.  In  most  systems  eight  basic  colors 
are  used.  For  example,  first,  you’d  affix  a half  inch 
red  band  to  the  tab  of  all  “A”  files.  Next,  you’d  select 
another  color  like  orange  to  all  the  “B’s”  and  so  on 
until  each  of  the  eight  colors  are  used  and  you  begin 
again  with  red.  Most  offices  will  code  the  charts  by  the 
first  two  letters  of  the  patients  last  name.  Consider 
the  name  “Johnson”  as  an  example.  Assume  that 
the  color  blue  represents  the  letter  “J”  and  the  color 
yellow  represents  the  letter  “0”.  Therefore,  “John- 
son’s” chart  will  have  2 colors-blue  and  yellow. 

Color  coding  can  also  be  effectively  utilized 
in  numerical  systems  to  limit  the  file  search  and  eli- 
minate misfiles. 

* Use  out-guides.  An  out-guide  is  a larger  color- 
ed file,  usually  thicker  cardboard  or  plastic  which  is 
colored  yellow  or  blue  for  easy  recognition.  When 
a medical  record  is  pulled  off  the  shelf,  an  out-guide 
can  be  inserted  to  the  file’s  place.  When  the  medical 
assistant  refiles  the  chart,  she  can  zero  in  on  the  ge- 
neral area  of  the  file  and  then  look  for  the  out-guide. 
This  too,  reduces  refiling  time. 

* Consider  out-guides  with  plastic  pockets  so  that 
letters,  reports,  or  miscellaneous  paper  can  be  filed  in 
the  out-guide  on  a daily  basis.  In  this  way,  the  general 
refiling  of  routine  reports  will  not  be  disrupted  if  the 
file  is  not  on  the  shelf. 

Out-guides  can  also  be  purchased  with  a preprin- 
ted log.  On  this  log,  write  the  date  the  file  was  pulled 
and  who  has  it.  This  allows  you  more  control  over 
the  file  and  a trail  can  be  established  to  hunt  down 
the  file  if  it’s  needed  for  an  emergency. 

* Train  your  medical  assistants  to  sort  all  of  the 
files  in  alphabetical  or  numerical  order  before  they 


begin  refiling.  Once  the  files  are  in  proper  order  the 
medical  assistant  need  only  scan  for  the  out-guide  and 
replace  the  files  in  their  right  order  starting  from  one 
and  moving  down  the  line. 

* Pull  inactive  charts.  Generally  if  a patient 
has  not  been  in  to  see  you  within  five  years  you  should 
pull  the  chart  from  your  active  files  and  put  it  in  a less 
accessible  space  or  a low-cost  storage  area. 

Your  initial  culling  process  should  be  done  over 
a weekend  and  all  charts  should  be  “weeded-out”  to 
begin.  To  make  the  process  easier  in  the  future,  a color 
coded  dot  can  be  affixed  to  each  file  when  the  patient 
visits  your  practice  in  any  given  year.  For  example: 
assume  that  a red  color  dot  denotes  1979.  When  a pa- 
tient visits  your  practice  in  1979  put  a red  dot  on  his 
chart.  If  the  same  patient  comes  in  again  the  red  dot 
indicates  that  the  patient  has  been  in  the  office  in  1979. 
In  1980,  if  the  patient  comes  in  again  put  a yellow  dot 
on  the  patient  chart.  In  this  way,  when  the  time  comes 
to  cull  the  chart,  you  will  know  which  patient’s  haven’t 
been  in  for  the  past  five  years  by  looking  for  the  colored 
dot.  Make  sure  all  staff  know  the  color-dot  code  by 
year. 

File  inactive  charts  alphabetically  in  a storage 
area.  Since  you  won’t  be  referring  to  the  inactive  charts 
on  a regular  basis,  these  can  be  filed  somewhere  which 
costs  less  than  your  office  rent  or  in  non-“prime”  space. 

Medical  records  management  has  progressed  a long 
way  from  the  four-drawer  filing  cabinet  invented  in 
1893.  Physicians  no  longer  have  to  bear  the  many 
aggravations  of  an  antiquated  record  keeping  system. 
With  the  implementation  of  an  open  shelf,  lateral,  color 
coded  filing  system  you  will  surely  reap  the  rewards  of 
efficiency  in  time  and  money  for  many  years  to  come. 
Remember—  any  one  can  file  a record;  the  trick  is  to 
find  it. 


FDA  & PHARMACEUTICALS  FOR  DEVELOPING 
COUNTRIES:  By  Donald  Kennedy,  Commissioner 
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of  Food  and  Drugs  —Prepared  for  delivery  to  the 
Conference  on  Pharmaceuticals  for  Developing  Coun- 
tries. Washington,  D.  C.,  January  30,  1979. 

The  subject  of  this  conference  is  important  and 
complex  and  I appreciate  this  opportunity  to  share 
with  you  mv  own  views  and  those  of  FDA,  especially 
because  the  subject  encompasses  the  evolution  of  the 
Food  and  Drug  Administration  since  its  inception 
some  72  years  ago.  I'll  explain. 

W hen  FDA  was  launched  the  primary  focus 
was  moral  rather  than  scientific.  A violative  product 
was  defined  by  its  deviation  from  a moral  construct 
— purity.  Did  the  label  lie?  W as  the  product  adulter- 
ated? The  moral  genesis  had  a little  to  do  with  the  po- 
litical climate  at  the  turn  of  the  century,  but  much 
more  to  do  with  the  state  of  science  at  the  turn  of  the 
century.  By  and  large  we  just  didn’t  know  what  kinds 
of  questions  to  ask  about  the  chemistry  or  pharma- 
ceutics of  food  additives  or  drugs. 

This  first  period  of  evolution  was  succeeded  dur- 
ing the  30’s,  and  with  accelerating  force  during  the 
following  decades,  by  a period  of  true  scientific  regula- 
tion. We  began,  with  increasing  clarity,  to  discern  what 
the  questions  were;  and  our  ability  to  analyze  both 
qualitatively  and  quantitatively  was  revolutionized. 

Now  we  are  in  our  third  period  of  evolution, 
our  role  as  a regulator  of  the  transfer  of  technology 
from  innovator  to  consumer.  We  have  the  ability,  and 
we  have,  I believe  also,  the  self-confidence,  and  the 
growing  sense  of  responsibility,  to  look  beyond  our 
expertise  in  producing  questions  that  must  be  answered 
and  then  analyzing  those  answers,  to  seeing  how  the 
process  itself  affects  the  total  society. 

That  is  why  1 said  that  our  history  reflects  the 
subject  of  this  conference.  Both  involve  precisely 
those  three  basic  filaments  — of  morality,  of  science, 
and  of  technology  transfer. 

In  regard  to  the  first  of  these,  you  may  not  be 

aware  that  last  month  the  world’s  first  Encyclopedia 
of  Bioethics  was  published  by  the  Kennedy  Institute 
for  the  Study  of  Human  Reproduction  and  Bioethics 
at  Georgetown.  This  remarkable  4 volume  publication 
has  313  articles  that  address  such  contemporary  pro- 
blems as  advertising  by  the  medical  profession,  cryonics, 
euthanasia,  electroconvulsive  therapy,  eugenics,  fetal 


research,  genetic  screening,  and  prisoner  experimen- 
tation. It  dramatizes  the  inseparability  of  moral  and 
ethical  problems  and  scientific  progress. 

These  issues  share  the  dynamic  nature  of  science, 
and  cannot  be  relegated  to  some  dustbin  of  yesterday’s 
philosophy.  There  can  be  no  better  reflection  of  that 
dynamism  than  the  fact  that  the  moral  questions  sur- 
rounding this  conference  are  not  singled  out  for  exa- 
mination in  even  this  up-to-date  encyclopedia! 

And  yet  what  we  are  considering,  particularly 
in  regard  to  the  regulation  of  drugs  dj  stined  for  de- 
veloping nations,  involves  morality  (or  at  least  can  be 
made  to  seem  to  do  so)  no  less  than  science  and  tech- 
nology transfer.  The  key  question,  whether  the  United 
States  government  should  allow  the  export  of  useful 
hut  potentially  hazardous  substances  not  approved  for 
marketing  in  this  country,  evokes  strong  views  on  both 
sides. 

On  the  one  hand,  there  is  concern  that  current 
export  policy  for  some  products  can  result  in  the  “dum- 
ping" of  inferior  or  even  dangerous  substances  in  coun- 
tries poorly  equipped  to  evaluate  the  potential  risks 
involved.  On  the  other,  it  is  claimed  that  export  res- 
trictions deprive  citizens  of  foreign  countries  of  the 
benefits  of  important  products  that,  for  often  rather 
special  reasons,  have  been  deemed  unsuitable  for  use 
by  U.  S.  citizens. 

Like  other  Federal  agencies  that  regulate  che- 
micals, the  FDA  sometimes  finds  itself  at  the  center 
of  controversy  between  representatives  of  these  di- 
vergent, but  equally  legitimate,  positions.  Over  the 
years,  through  participation  in  a number  of  debates 
on  this  issue,  we  have  re-examined  the  export  provi- 
sions of  our  laws  to  determine  if  changes  were  in  or- 
der. For  example,  last  year,  as  part  of  an  overall  re- 
vision of  our  drug  laws,  we  submitted  to  Congress 
significant  amendments  to  the  current  export  provi- 
sions governing  drugs.  Because  of  the  importance  of 
this  change,  I would  like  to  discuss  it  here  in  some 
detail,  including  the  ways  in  which  it  would  mod3y 
current  law  and  why  we  believe  it  is  necessary,  and 
I would  also  like  to  explore  the  concept  of  differing 
risk/benefit  rates  between  nations,  and  to  contrast 
two  relevant  examples. 

As  to  current  export  policy  and  how  we  are 
seeking  to  change  it:  we  must  first  note  that  under 
current  law,  a new  drug  may  not  be  exported  for  com- 
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mercial  use  unless  it  is  approved  for  marketing  domes- 
tically and  complies  with  all  the  requirements  of  Title 
V of  the  f ederal  Food,  Drug  and  Cosmetic  Act,  and 
the  drug’s  new  drug  application.  An  unapproved  new 
drug  may  be  exported  only  under  an  investigational 
new  drug  protocol  approved  by  the  fDA.  The  inves- 
tigational study  must  cumply  with  all  the  conditions 
and  requirements  that  attend  a clinical  study  conduc- 
ted in  this  country.  Certain  categories  of  drugs  that 
are  not  classified  as  “New  Drugs”  — like  antibiotics, 
insulin,  and  pre-1938  drugs  — may  be  exported  with- 
out any  prior  notice  to  the  fDA,  even  when  these 
products  may  be  adulterated  or  misbranded  under 
domestic  standards.  These  drugs  must  simply  comply 
with  the  specifications  of  the  foreign  purchaser  and 
the  laws  of  the  importing  country  and  be  labeled  for 
export  only. 

The  Administration’s  new  bill,  the  Drug  Regula- 
tion Reform  Act  of  1978  which  was  given  extensive 
study  by  Committees  of  both  Houses  in  the  last  ses- 
sion of  the  95th  Congress,  would  revise  the  current 
export  rules  applicable  to  drugs.  Under  the  Act,  two 
standards  for  export  would  apply  to  all  drugs.  Ap- 
proved drugs  in  compliance  with  domestic  require- 
ments could  be  freely  exported.  Unapproved  drugs 
or  approved  drugs  not  in  compliance  with  domestic 
requirements  could  be  exported  only  after  an  export 
permit  had  been  approved  by  the  Secretary.  An  ex- 
port permit  would  be  granted  only  when  the  exporter 
of  an  unapproved  or  non-complying  drug  demonstra- 
ted that  the  importing  government  had  assented  to  its 
importation  after  being  informed  of  its  legal  status, 
and  the  basis  for  it,  in  the  U.S.  The  scientific  and  me- 
dical data  concerning  the  drug’s  unapproved  status 
would  be  made  available  to  the  importing  govern- 
ment to  assure  an  informed  decision.  The  Secretary 
would  have  authority  to  deny  an  export  permit  where 
such  export  would  be  potentially  damaging  to  the 
public  health. 

We  now  provide  information  on  the  safety  and 
efficacy  of  many  drugs  to  the  World  Health  Organi- 
zation (WHO)  and  to  individual  foreign  countries. 
For  example,  when  a drug  is  withdrawn  from  the  mar- 
ket for  reasons  of  safety,  we  notify  WHO  and  all  those 
countries  who  have  requested  to  receive  information 
of  this  kind.  WHO  in  turn  issues  special  bulletins  to 
all  its  member  governments.  Because  we  have  limited 
authority  and  resources  to  provide  technical  assistance 


of  this  kind  to  foreign  countries,  we  have  included 
a provision  to  the  Reform  Act  authorizing  the  Se- 
cretary to  provide  such  help  to  foreign  governments. 
FDA  would  expand  its  exchange  of  drug  information 
with  foreign  health  officials  and  international  organi- 
zations, such  as  WHO,  and  provide  training  for  repre- 
sentatives of  foreign  governments  where  it  is  neededs 

We  envision  that  training  sessions  would  be  held 
either  in  the  foreign  country  or  in  the  U.  S.,  as  neces- 
sary. This  technical  aassistance  would  not  only  provide 
the  foreign  government  with  an  informed  decision  as 
to  the  importation  of  a given  non-complying  or  un- 
approved drugs,  but  would  also  enhance  the  overall 
scientific  and  technical  capabilities  of  those  foreign 
governments  that  need  such  assistance. 

In  sum,  our  proposed  change  in  the  law  would 
provide  greater  protection  against  the  export  of  some 
drug  products  such  as  adulterated  and  misbranded 
antibiotics,  insulin  and  pre-1938  drugs.  At  the  same 
time,  it  would  make  more  drug  products  available 
to  foreign  countries  that  are  needed  in  those  coun- 
tries. This  is  essentially  the  same  policy  Congress 
adopted  in  1976  when  it  considered  the  export  policy 
for  medical  devices  in  the  Medical  Device  Amendments. 

I wan  to  emphasize  that  a drug  or  device  deemed 
unsuitable  for  distribution  and  use  in  the  United  States 
may  nevertheless  make  substantial  contributions  to  the 
health  needs  of  another  country.  The  relative  safety 
and  efficacy  of  a drug  or  medical  device  is  a composite 
judgment  which  must  be  made  by  each  country  based 
upon  many  factors,  such  as  the  status  of  the  health 
care  system  in  that  country,  patient  compliance  with 
dosage  regimens,  alternative  therapies  that  may  be 
available,  and  other  specific  characteristics  of  its  popu- 
lation. A number  of  diseases  prevalent  throughout  the 
world  — especially  in  the  tropics,  where  most  of  the 
developing  nations  are  found  — are  rare  or  nonexistent 
in  this  country. 

As  an  illustration  of  the  problems  generated  by 
current  export  provisions,  let  me  discuss  Depo-Provera. 
The  status  of  this  drug  is  now  the  subject  of  an  admi- 
nistrative proceeding  between  the  manufacturers  and 
the  FDA,  and  because  I am  separated  by  FDA’s  own  ad- 
ministrative procedures  from  any  discussion  of  the  issue 
of  approval  of  Depo-Provera,  that  goes  beyond  the  his- 
torical. I will  confine  myself  to  the  question  of  the  im- 
pact of  such  decisions  on  international  use. 

In  assessing  this  impact,  let  me  emphasize  that 
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decisions  to  approve  or  disapprove  drugs  for  use  in  the 
l nited  States  are  based  on  domestically  oriented  risk/ 
benefit  calculations.  That  is,  given  the  conditions  here, 
will  the  benefits  exceed  the  risks  or  will  they  not? 
\\  e are  well  aware  that  the  ratio  between  risk  and  bene- 
fit can  differ  markedly  in  other  nations.  For  example, 
at  a workshop  on  Adoption  of  Contraceptive  Techno- 
log), Dr.  lathalla,  Professor  of  Obstetrics  and  Gyneco- 
logy, Assiut  University,  Egypt,  pointed  out  that  the 
risk/benefit  ratio  of  contraception  is  different  in  the 
developing  world  because  the  risk  of  an  unwanted 
pregnancy  to  the  mother  is  higher  due  to  high  maternal 
mortality  rates. 

We  realize  also  that  the  decision  not  to  approve 
Depo-Provera  in  the  United  States  may  cause  difficul- 
ties for  developing  countries  who  wish  to  use  it,  and 
we  have  made  an  effort  to  help  resolve  this  problem. 
< )n  July  25,  19  >8,  we  wrote  to  health  ministries  in 
68  countries  to  help  explain  the  reasons  for  FDA’s 
decision  not  to  approve  the  new  indication  for  Depo- 
Provera  and  the  Department  of  State  advised  American 
Embassies  in  these  countries  of  the  text  of  our  letter 
by  telegram  from  Secretary  Vance. 

We  met  also  with  a representative  of  the  World 
Health  Organization  (WHO)  and  offered  to  provide 
summaries  of  our  evaluations  of  the  safety  and  efficacy 
data  of  this  drug,  transcripts  of  advisory  committee 
meetings  during  which  benefit/ risk  considerations 
were  weighed,  and  other  data  that  might  assist  foreign 
countries  in  deciding  whether  to  use  it.  We  will  con- 
tinue to  cooperate  as  much  as  we  can  with  WHO  and 
other  appropriate  organizations  by  providing  data 
on  this  or  any  other  drug  or  device  being  considered 
for  use  in  other  nations. 

A special  problem  posed  by  our  decision  has 
to  do  with  the  availability  of  Depo-Provera  for  coun- 
tries who  do  want  to  use  it.  Many  nations  rely  to  some 
extent  on  supplies  of  drugs  and/or  financial  assistance 
from  our  Agency  for  International  Development  (AID). 
As  you  know,  AID’s  policy,  based  in  part  on  current 
provisions-  of  the  Federal  Food,  Drug  and  Cosmetic 
Act,  has  been  to  refuse  supplies  of  drugs  and  funds  for 
drugs  not  approved  in  the  United  States. 

Let  me  contrast  this  decision,  made  necessary 
by  the  present  statute,  with  the  latitude  provided 
through  the  medical  device  amendments  of  1976  which, 
perhaps  because  they  are  the  most  recent  changes  to 


our  basic  statutes,  reflect  a greater  sensitivity  to  issues 
such  as  those  we  address  in  this  Conference.  In  South 
America  there  is  a need  for  earlier-generation  manually 
calibrated  X-ray  machines  no  longer  approved  for  use 
in  the  United  States.  In  this  country,  X-ray  devices 
that  automatically  calibrate  (or  focus)  the  beam  on 
the  area  to  be  X-rayed  are  now  required  because  we 
found  that  poor  operation  of  the  manual  machines 
by  U.  S.  technicians  frequently  resulted  in  unneces- 
sary exposure  of  patients.  The  manually  calibrated 
machines  are  still  used  successfully  in  some  European 
and  Asian  countries  without  causing  unnecessary  ex- 
posure to  patients.  The  manual  machines  are  needed 
in  most  South  American  countries  because  these  coun- 
tries do  not  have  the  equipment  or  skilled  technicians 
required  to  maintain  the  more  complex  equipment. 
Doctors  operate  them;  they  know  how  to  limit  the 
beam  manually.  The  Pan  American  Health  Organi- 
zation recognizes  this  problem  and  fully  supports 
the  use  of  the  manual  equipment  in  South  American 
countries.  Obviously,  for  these  countries,  the  bene- 
fits of  having  X-ray  equipment  available  for  use  out- 
weighs the  potential  risk  of  unnecessary  exposure 
from  manual  operation. 

(jiven  that  even  the  Encyclopedia  of  Bioethics 
fails  to  address  the  problem  we  are  dealing  with  here, 
it  is  not  surprising  that  our  basic  statute  fails  to  fore- 
see that  FDA  would  find  itself  called  upon  to  function 
as  a regulator  of  the  transfer  of  technology  and,  due  to 
that  understandable  lack  of  foresight,  being  unable  to 
do  so  in  regard  to  the  therapeutic  needs  of  the  develop- 
ing nations. 

What  we  need  is  statutory  authority  to  make 
useful  drug  entities  and  products  available  to  foreign 
countries,  and  do  so  with  due  deference  to  the  regula- 
tory decisions  of  foreign  governments  and  without 
subjecting  such  countries  to  unreasonable  risks  from 
dangerous  entities  and  products. 

Much  of  the  developing  world  is  looking  to  the 
countries  with  advanced  pharmaceutical  industries  to 
provide  leadership  in  research  on  drugs  to  meet  their 
unique  health  problems.  We  need  to  find  ways  that 
will  enable  American  firms  to  contribute  to  this  huma- 
nitarian effort  in  a responsible  way. 
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MIAMI  BEACH,  FEBRUARY  28  - MARCH  2/80 

POST  CONVENTION  FLIGHT-CRUISE  TO  EGYPT 
WITH  OPTIONAL  EXTENSION  TO  ISRAEL  MARCH 
2-14,  1980 

A three  day  pediatric  dermatology  seminar  will 
beging  Thursday  evening,  February  28,  1980  at  the 
Eden  Roc  Hotel  on  the  ocean  front  of  Miami  Beach, 
Florida.  The  program  will  conclude  on  Sunday  after- 
noon, March  2,  to  be  followed  by  a 12  day  post  semi- 
nar tour  and  cruise  in  Egypt  with  an  optional  exten- 
sion to  Israel.  Drs.  A.  Nahmias,  G.  Kahn  and  Egyptian 
physicians  will  conduct  daily  lectures  or  clinical  de- 
monstrations. 

Some  of  the  faculty  of  the  Miami  Beach  meeting 
and  their  subjects  include: 

Andre  Nahmias,  Viral  Skin  Diseases,  Therapeutic 
and  Diagnostic  Advances;  Robert  Good,  Immunopa- 
thies  and  Abnormalities  of  Cell  Function  and  Inflam- 
mation that  affect  the  Skin  of  Children;  Arthur  Norins, 
Acne,  Warts  and  Eczema,  Advances  in  Pediatric  Derma- 
tology in  the  1970’sg  Jack  Kenney,  Pigmentary  Skin 
Problems,  Diagnosis  and  Treatment  of  Skin  Diseases 
in  Blacks;  Michael  Nahmad,  Surgical  Techniques  to  aid 
Dermatologists  and  Pediatricians  in  the  Office;  Kurt 
Hirschhorn,  Cutaneous  Manifestations  of  Inherited 
Diseases  and  Their  Therapy;  Heinz  Eichenwald,  Neo- 
natal Skin  Abnormalities  and  Treatment  of  Bacterial 
Diseases  of  Children’s  Skin. 

The  tuition  is  $190.00  for  physicians  and  $100.00 
for  physicians  in  training.  For  further  detaisl  write 
to  Guinter  Kahn,  MD,  16800  N.  W.  2nd  Ave.,  Suite 
401,  North  Miami  Beach,  Florida,  33169.  (305-652- 
8600). 


IDENTIFICATION  OF  REVIEWERS  - Should  edi- 
torial reviews  be  signed  by  the  reviewer?  - Alfred 
Soffer,  M.D.,  editor-in-chief  of  Chest,  recently  (March, 


1979 ) discussed  the  issue  of  identification  vs.  ano- 
nymity. 

Following  is  an  excerpt. 

Barry  Commoner  urges  (in  a 1978  article  in  Hos- 
pital Practice)  that  reviews  should  not  only  be  signed, 
but  that  they  should  be  published.  He  suggests  that 
such  publication  would  convert  the  peer  review  process 
into  an  open  dialogue  that  would  contribute  to  the 
progress  of  science.  Commoner  contends  that  since 
the  reviewers’  mistakes  are  protected  by  anonymity, 
they  are  less  likely  to  be  corrected  in  advance  by  self- 
criticism.  He  believes  that  the  review  process  should 
be  two-sided,  that  is,  both  sides  should  be  required  not 
only  to  criticize,  but  to  reply  to  criticism.  Other  advo- 
cates maintain  that  the  system  of  anonymous  review 
permits  and  even  encourages  slipshod  reviews,  expres- 
sions of  personal  bias,  conclusions  unsubstantiated 
by  data,  and  occasionally  thoughtless  or  even  vicious* 

Opponents  of  signed  reviews  (and  I am  in  this 
group)  assert  that  anonymity  assists  the  reviewers 
in  being  forthright  and  constructively  critical,  in  this 
era  of  fragmented  specialization,  each  medical  “fra- 
ternity” of  investigators  working  in  highly  specialized 
fields  has  become  increasingly  narrow.  Thus,  it  is 
predictable  that  colleagues  and  friends  will  be  asked 
to  judge  each  other’s  work;  disclosure  of  the  referee’s 
identity  may  impair  critical  comments.  Commoner 
suggests  that  publication  of  signed  reviews  would 
prevent  immoderate  commentary,  but  would  not 
impede  careful  analysis.  Would  the  public  appear- 
ance of  the  critique  and  counter-criticism  achieve 
these  goals?  I submit  that  publication  of  reviews  is 
not  only  impractical  but  unnecessary  since  alternate 
methods  are  available.  The  concept  of  open  dialogue 
in  the  pre-publication  phase  of  scientific  communica- 
tion is  a vital  element  in  the  preservation  of  scientific 
integrity  and  originality.  However,  this  type  of  peer 
review  does  not  require  drastic  change  in  current  re- 
view procedures.  In  a recent  communication  I noted 
that  it  is  possible  to  facilitate  open  lines  of  commu- 
nication among  authors,  referees,  and  the  editorial 
board.  Undeniably  important  work  has  been  refu- 
sed publication  by  erroneous  judgments  of  editorial 
boards  and  I have  urged  authors  to  contact  my  office 
if  they  believe  that  the  referees’  analyses  were  in  error. 
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There  has  been  a gratifying  response  to  this  invitation 
and  authors  more  frequently  than  ever  before  voice  their 
concern  with  aspects  of  the  reviewer’s  report.  Obvious 
misunderstandings  or  reviewers’  errors  can  be  corrected 
quickly.  More  subtle  differences  may  require  that  I 
return  the  paper  to  the  reviewer  with  a detailed  rebut- 
tal by  the  investigator.  Frequently,  it  is  best  to  send 
the  manuscript  and  the  author’s  objections  with  the 
consultant  s critique  to  a third  or  fourth  reviewer.  A 
spirited  dialogue  may  ensue  and  I have  experienced 
no  difficulty  in  arranging  candid  editorial  debates 
between  the  authors  and  the  reviewers,  even  though 
the  reviewers  are  never  identified. 

What  is  the  most  equitable  policy  to  pursue: 
identification  or  anonymity?  Our  policy  is  to  provide 
maximum  flexibility  for  reviewers,  I believe  that  we 


must  protect  the  evident  wishes  of  the  majority  of 
consultants  to  remain  anonymous.  However,  it  is 
possible  to  honor  the  requests  of  those  reviewers  (and 
the  list  appears  to  be  growing)  who  desire  the  editor 
to  transmit  signed  reviews.  I ask  only  that  the  review- 
er communicate  with  my  office  if  he  wishes  to  have 
his  identity  known  or  if  he  wishes  to  write  directly 
to  the  author.  The  peer  review  system  has  faults,  but 
it  has  played  an  indispensible  role  in  recent  decades 
in  assuring  excellence  of  biomedical  research.  Medical 
journalism  is  in  a period  of  unusual  ferment  and  cautious 
adoption  of  new  methods  is  indicated.  Proponents 
and  opponents  of  signed  reviews  should  share  obser- 
vations in  the  months  ahead  and  this  may  help  deter- 
mine if  one  method  is  unequivocally  superior  to  the 
other. 


A simple  solution  for  beating 
the  high  cost  of  feeding  babies. 


Powdered  Soyalac  mixed  with  water  (according  to 
directions  on  the  label)  is  an  inexpensive,  soy-based 
infant  formula  your  patients  can  buy. 

Up  to  50%  less  expensive  than  ready-to-serve 
formulas. 

Up  to  25%  less  expensive  than  liquid  concentrates. 
Including  our  own! 

Soyalac  is  the  only  leading  milk-free  infant  for- 
nula  available  as  an  inexpensive  powder.  It  provides 
exactly  the  same  nutritional  balance  as  Soyalac’s  con- 


centrated and  ready-to-serve  infant  soy  formulas  - at 
a fraction  of  the  cost. 

Your  patients  who  use  formula  will  appreciate 
knowing  about  it. 

For  detailed  information  and  samples,  please  call 
or  write  the  Soyalac  sales  representative  in  your  area. 


Loma  Linda  Foods  11503  Pierce  Street 
Riverside,  CA  92515  (714)  785-2475 
Loma  Linda  Foods  13246  Wooster  Road 
Mount  Vernon,  OH  43050  (614)  397-7077 
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All  dear 

in  Cape  Cod 


Ordinary  topical  cor- 
ticosteroids are  generally  not 
recommended  when  infection 
complicates  dermatoses.* 
That’s  why  your 
patients  need  Vioform®- 
Hydrocortisone. 

Because  Vioform- 
Hydrocortisone  provides 
four- way  action  in  just  one 
preparation — antibacterial 
and  antifungal,  as  well  as 
antipruritic  and  anti- 
inflammatory actions.  Think 
of  it  first  for  thorough,  fast 
clearing  of  skin  problems  on 
Cape  Cod ...  or  on  any  beach. 

"This  drug  has  been  evaluated  as  possibly 
effective  for  these  indications. 

Vioform- Hydrocortisone 

(iodochlorhydroxyquin  and  hydrocortisone) 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences-National  Research 
Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 
“Possibly”  effective:  Contact  or  atopic  der- 
matitis; impetiginized  eczema,  nummular 
eczema;  infantile  eczema;  endogenous 
chronic  infectious  dermatitis;  stasis  dermati- 
tis; pyoderma;  nuchal  eczema  and  chronic 
eczematoid  otitis  externa;  acne  urticata; 
localized  or  disseminated  neurodermatitis; 
lichen  simplex  chromcus;  anogenital  pruri- 
tus (vulvae,  scroti,  ani);  folliculitis;  bacterial 
dermatoses,  mycotic  dermatoses  such  as 
tinea  (capitis,  cruris,  corporis,  pedis); 
moniliasis;  intertrigo 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 


CONTRAINDICATIONS 

Hypersensitivity  to  Vioform-Hydrocortisone,  or  any 
of  its  ingredients  or  related  compounds;  lesions  of 
the  eye;  tuberculosis  of  the  skin,  most  viral  skin 
lesions  (including  herpes  simplex,  vaccinia,  and 
varicella). 


WARNINGS 

This  product  is  not  for  ophthalmic  use. 

In  the  presence  of  systemic  infections,  appropriate 
systemic  antibiotics  should  be  used 

Usage  in  Pregnancy 

Although  topical  steroids  have  not  been  reported  to 
have  an  adverse  effect  on  pregnancy,  the  safety  of 
their  use  in  pregnant  women  has  not  been  abso- 
lutely established  In  laboratory  animals,  increases 
in  incidence  of  fetal  abnormalities  have  been  asso- 
ciated with  exposure  of  gestating  females  to  topical 
corticosteroids,  in  some  cases  at  rather  low  dosage 
levels.  Therefore,  drugs  of  this  class  should  not  be 
used  extensively  on  pregnant  patients  in  large 
amounts  or  for  prolonged  periods  of  time 
PRECAUTIONS 

May  prove  irritating  to  sensitized  skin  in  rare  cases 
If  irritation  occurs,  discontinue  therapy.  Staining  of 
skin  and  fabrics  may  occur  Additionally,  there  are 
rare  reports  of  discoloration  of  hair  and  nails 
Signs  and  symptoms  of  systemic  toxicity,  electro- 
lyte imbalance,  or  adrenal  suppression  have  not 
been  reported  with  Vioform-Hydrocortisone  Never- 
theless, the  possibility  of  suppression  of  the 
pituitary-adrenal  axis  during  therapy  should  be  kept 
in  mind,  especially  when  the  drug  is  used  under 
occlusive  dressings,  for  a prolonged  period,  or  for 
treating  extensive  cutaneous  areas  since  signifi- 
cant absorption  of  corticosteroid  may  occur  under 
these  conditions,  particularly  in  children  and 
infants. 

Vioform  may  be  absorbed  through  the  skin  and 
interfere  with  thyroid  function  tests.  If  such  tests  are 
contemplated,  wait  at  least  one  month  between 
discontinuation  of  therapy  and  performance  of 
these  tests.  The  ferric  chloride  test  for  phenyl- 
ketonuria (PKU)  can  yield  a false-positive  result  if 
Vioform  is  present  in  the  diaper  or  urine 
Prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  requiring  appropriate  therapy. 
ADVERSE  REACTIONS 
There  have  been  a few  reports  of  rash  and  hyper- 
sensitivity The  following  local  adverse  reactions 
have  been  reported  with  topical  corticosteroids, 
especially  under  occlusive  dressings:  burning,  itch- 
ing; irritation;  dryness;  folliculitis;  hypertrichosis; 
acneiform  eruptions;  hypopigmentation,  perioral 
dermatitis;  allergic  contact  dermatitis;  maceration 
of  the  skin;  secondary  infection;  skin  atrophy, 


striae,  miliaria  Discontinue  therapy  if  any  untoward 
reaction  occurs 

DOSAGE  AND  ADMINISTRATION 

Apply  a thin  layer  to  the  affected  parts  3 or  4 times 
daily 

The  Cream,  because  of  its  slight  drying  effect,  is 
primarily  useful  for  moist,  weeping  lesions;  the 
Lotion  is  particularly  suitable  for  application  behind 
the  ears  and  in  intertriginous  areas  of  the  body;  the 
Ointment  is  best  used  for  dry  lesions  accompanied 
by  thickening  and  scaling  of  the  skin 
The  Mild  Cream  and  Mild  Ointment  should  be  used 
when  treating  lesions  involving  extensive  body 
areas  or  less  severe  dermatoses 
HOW  SUPPLIED 

Cream,  3%  iodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a water-washable  base  containing 
stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  petro- 
latum, sodium  lauryl  sulfate,  and  glycerin  in  water, 
tubes  of  5 and  20  Gm 

Ointment,  3%  iodochlorhydroxyquin  and  1% 
hydrocortisone  in  a petrolatum  base,  tubes  of 
20  Gm 

Lotion,  3%  iodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a water-washable  base  containing 
stearic  acid,  cetyl  alcohol,  lanolin,  propylene 
glycol,  sorbitan  trioleate,  polysorbate  60, 
triethanolamine,  methylparaben,  propylparaben, 
and  perfume  Flora  in  water;  plastic  squeeze  bottles 
of  15  ml. 

Mild  Cream,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a water-washable  base  contain- 
ing stearyl  alcohol,  cetyl  alcohol,  stearic  acid,  pet- 
rolatum, sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  Vz  and  1 ounce 
Mild  Ointment,  3%  iodochlorhydroxyquin  and  0.5% 
hydrocortisone  in  a petrolatum  base;  tubes  of 
1 ounce. 
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Vioform- 
Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 


The  most  widely 
prescribed  form. . J 
20-gm  Cream 


C I B A 


The  heart  of  the  matter 

in  hypertension  

is  the  kidney  / 


The  kidney— not  the  heart— is  the  key 
to  long-term  arterial  pressure  control. 
Diuretics  help  the  kidney  excrete  so- 
dium, reduce  fluid  volume  and  lower 
blood  pressure. 

No  diuretic  blocks  sodium  retention 
longer  than  Hygroton. 

In  mild  hypertension  low-dose 
Hygroton  25  mg.  An  effective, 
conservative  therapy.  I 


In  mild  hypertén 


one  a day 


d/ere  reoral  disease,  impaired 
" May  to  or  potentiate  the 

Kctions  may  occur  in 

There  is  a possibility  of 
itosus  with  thiazides, 
reported  with 
ind  appear  in  cord 
ipated  benefits  of  the 
3.  These  hazards 
and  possibly  other 
i nursing  mothers, 
jastmilk  If  use  of  the 

rsing. 

Ilytes  to  detect 
appropriate 
te  observed  for 
ÍWponatremia. 
darme  electrolyte 
lient  is  vomiting 
such  as  digitalis  may 
levelop  with 
ially  with  brisk 

diuresis,  when  severe  cirrhosis  is  present,  or  during  concomitant  use  of 
corficosieroids  or  ACTH  Interference  with  adequate  oral  electrolyte  intake 
will  also  contribute  to  hypokalemia  Digitalis  therapy  may  exaggerate 
metabolic  effects  of  hypokalemia  especially  with  reference  to  myocardial 
activity  Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as  in  liver 
disease  or  renal  disease)  Dilutional  hyponatremia  may  occur  in  edematous 
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ISV  Laboratories  Inc 
lanati,  r.R.  00701 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

The  effectiveness  of  Valium  (diazepam)  in  long-term  use,  that  is,  more  than 
4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  druq  for  the 
individual  patient. 

Contraindications:  Tablets  in  children  under  6 months  of  age;  known 
hypersensitivity;  acute  narrow  angle  glaucoma;  may  be  used  in  patients 
with  open  angle  glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  As  with  most  CNS-acting  drugs,  caution  against  hazardous  oc- 
cupations requiring  complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor 
abdominal/muscle  cramps,  vomiting,  sweating)  Keep  addiction-prone  indi- 
viduals (drug  addicts  or  alcoholics)  under  careful  surveillance  because  of 
predisposition  to  habituation/dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  be  avoided  because 
of  increased  risk  of  congenital  malformations,  as  sug- 
gested in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  dis- 
cuss therapy  if  they  intend  to  or  do  become  pregnant. 

oral  Advise  patients  against  simultaneous  ingestion  of  alcohol  and  other 
CNS  depressants. 

Not  of  value  in  treatment  of  psychotic  patients;  should  not  be  employed  in 
lieu  of  appropriate  treatment.  When  using  oral  form  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increase  in  dosage  of  standard  anticonvulsant 
medication,  abrupt  withdrawal  in  such  cases  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of  Seizures. 
injectable  To  reduce  the  possibility  of  venous  thrombosis,  phlebitis,  local 
irritation,  swelling,  and,  rarely,  vascular  impairment  when  used  I V inject 
slowly,  taking  at  least  one  minute  for  each  5 mg  (1  ml)  given,  do  not  use 
small  veins,  i.e  , dorsum  of  hand  or  wrist:  use  extreme  care  to  avoid  intra- 
arterial administration  or  extravasation  Do  not  mix  or  dilute  Valium  with 
other  solutions  or  drugs  in  syringe  or  infusion  flask.  If  it  is  not  feasible  to 
administer  Valium  directly  I.V,  it  may  be  injected  slowly  through  the  infusion 
tubing  as  close  as  possible  to  the  vein  insertion. 

Administer  with  extreme  care  to  elderly,  very  ill,  those  with  limited  pulmo- 
nary reserve  because  of  possibility  of  apnea  and/or  cardiac  arrest  con- 
comitant use  of  barbiturates,  alcohol  or  other  CNS  depressants  increases 
depression  with  increased  risk  of  apnea;  have  resuscitative  facilities  avail- 
able. When  used  with  narcotic  analgesic  eliminate  or  reduce  narcotic  dos- 
age at  least  1/3,  administer  in  small  increments.  Should  not  be  administered 
to  patients  in  shock,  coma,  acute  alcoholic  intoxication  with  depression  of 
vital  signs. 

Has  precipitated  tonic  status  epilepticus  in  patients  treated  for  petit  mal 
status  or  petit  mal  variant  status. 

Withdrawal  symptoms  (similar  to  those  with  barbiturates,  alcohol)  have  oc- 
curred following  abrupt  discontinuance  (convulsions,  tremor,  abdominal/ 
muscle  cramps,  vomiting,  sweating).  Keep  addiction-prone  individuals 
under  careful  surveillance  because  of  predisposition  to  habituation/ 
dependence.  Not  recommended  for  OB  use. 

Efficacy/safety  not  established  in  neonates  (age  30  days  or  less);  pro- 
longed CNS  depression  observed.  In  children,  give  slowly  (up  to  0.25 
mg/kg  over  3 minutes)  to  avoid  apnea  or  prolonged  somnolence;  can  be 
repeated  after  15  to  30  minutes.  If  no  relief  after  third  administration, 
appropriate  adjunctive  therapy  is  recommended. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants, 
carefully  consider  individual  pharmacologic  effects— particularly  with  known 
compounds  which  may  potentiate  action  of  Valium  (diazepam),  / e . 
phenothiazines,  narcotics,  barbiturates,  MAO  inhibitors  and  antidepres- 
sants Protective  measures  indicated  in  highly  anxious  patients  with  ac- 
companying depression  who  may  have  suicidal  tendencies.  Observe  usual 
precautions  in  impaired  hepatic  function,  avoid  accumulation  in  patients 
with  compromised  kidney  function  Limit  oral  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia  or  oversedation  (ini- 
tially 2 to  2’/2  mg  once  or  twice  daily,  increasing.gradually  as  needed  or 
tolerated). 


injectable  Although  promptly  controlled,  seizures  may  return;  readmmister 
if  necessary,  not  recommended  for  long-term  maintenance  therapy 
Laryngospasm/mcreased  cough  reflex  are  possible  during  peroral 
endoscopic  procedures,  use  topical  anesthetic,  have  necessary  coun- 
termeasures available  Hypotension  or  muscular  weakness  possible,  par- 
ticularly when  used  with  narcotics,  barbiturates  or  alcohol.  Use  lower  doses 
(2  to  5 mg)  for  elderly/debilitated 

Adverse  Reactions:  Side  effects  most  commonly  reported  were  drowsi- 
ness, fatigue,  ataxia.  Infrequently  encountered  were  confusion,  constipa- 
tion, depression.  diplopia,  dysarthria,  headache,  hypotension,  incontinence, 
jaundice,  changes  in  libido,  nausea,  changes  in  salivation,  skin  rash 
slurred  speech,  tremor,  urinary  retention,  vertigo,  blurred  vision  Paradoxical 
reactions  such  as  acute  hyperexcited  states,  anxiety,  hallucinations  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  disturbances  and  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug 
Because  of  isolated  reports  of  neutropenia  and  jaundice,  periodic  blood 
counts,  liver  function  tests  advisable  during  long-term  therapy  Minor 
changes  in  EEG  patterns,  usually  low-voltage  fast  activity,  have  been  ob- 
served in  patients  during  and  after  Valium  (diazepam)  therapy  and  are  of 
no  known  significance 

INJECTABLE  Venous  thrombosis/phlebitis  at  injection  site,  hypoactivity  syn- 
cope, bradycardia,  cardiovascular  collapse,  nystagmus,  urticaria  hiccups 
neutropenia  K 

In  peroral  endoscopic  procedures,  coughing,  depressed  respiration,  dysp- 
nea, hyperventilation,  laryngospasm/pain  in  throat  or  chest  have  been 
reported 

Management  of  Overdosage:  Manifestations  include  somnolence,  confu- 
sion, coma,  diminished  reflexes.  Monitor  respiration,  pulse,  blood  pressure 
employ  general  supportive  measures,  I V fluids,  adequate  airway  Use 
levarterenol  or  metaraminol  for  hypotension,  caffeine  and  sodium  benzoate 
tor  CNS-depressive  effects  Dialysis  is  of  limited  value 
Supplied:  Tablets,  2 mg.  5 mg  and  10  mg,  bottles  of  100  and  500 
Tel-E-Dose®  (unit  dose)  packages  of  100,  available  in  trays  of  4 reverse- 
numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10.  Prescription 
Paks  of  50.  available  singly  and  in  trays  of  10  Ampuls,  2 ml,  boxes  of  10. 

Vials,  10  ml  boxes  of  1;  Tel-E-Ject®  (disposable  syringes).  2 ml,  boxes  of 
lU.  Each  ml  contains  5 mg  diazepam,  compounded  with  40%  propylene 
glycol.  10%  ethyl  alcohol,  5%  sodium  benzoate  and  benzoic  acid  as  buf  - 
ers,  and  1.5%  benzyl  alcohol  as  preservative 
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ONLY  VALIUM  (diazepam) 

GIVES  YOU  THS  CHOICE  OF  DOSAGE 
FORMS  AND  FLEXBILÍTY 


HAS  THESE  TWO 
DISTINCT  EFFECTS 
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